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Vance, B. M.: Fractures of the Skull: Complica- 
tions and Causes of Death: A Review of 512 
Necropsies and of Sixty-One Cases Studied 
Clinically. Arch. Surg., 1927, xiv, 1023. 

The skull must be regarded as an oblong box 
composed of a vault and base. The vault is a 
strong, curved dome of bone of even thickness with 
the exception of two fragile plates in each temporal 
region. The base is an irreguiarly flattened struc- 
ture composed of heavy masses of bone weakened 
by thin plates, numerous foramina, and bony 
cavities. ‘The strong and weak points in the base 
have a systematic arrangement in which the body 
of the sphenoid is the common center or hub con- 
necting the strong masses of bone by long ridges 
which form a radiating figure with six spokes. The 
alternating areas of strength and fragility have an 
important influence on the course of fracture lines 
in the skull. 

In most instances, fractures run from the vault 
down into the base. In the base, the fracture lines 
generally follow the bed of the fossa between the 
strong masses of bone that form its boundaries 
and, for the most part, are directed toward the 
central point of the skull. Fractures tend to run 
also in the direction of the line of violence. 

Five hundred and twelve cases of skull fracture 
which came to autopsy were reviewed by Vance to 
study the different conditions that cause death 
following such injuries. In 139 cases, death was 
due to cerebral concussion and occurred as a rule 
in the first hour following the trauma. Death from 
exhaustion resulted in fourteen cases; the patient 
did not die immediately, but was unable to rally 
after the primary shock. In twenty-seven cases, 
death was due to a terminal lobular pneumonia. 
One hundred and thirty-two patients succumbed to 
cerebral compression caused by subdural haemor- 
rhage, and twenty-four to extensive lacerations of 
the brain. The majority of subdural hemorrhages 
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were the result of contre-coup or direct lacerations 
of the cerebral cortex. The fatal lacerations of the 
brain were either surface lesions which covered a 
wide area of the cerebral cortex or cavities in the 
brain substance which contained large quantities of 
blood. 

Sixty-one of the patients died of cerebral com- 
pression caused by epidural hemorrhage. Most of 
the hemorrhages were the result of laceration of 
the middle meningeal artery by the fractured bone. 
In the cases of cerebral compression, the interval 
between the injury and death varied considerably. 
Acute suppurative leptomeningitis was responsible 
for forty-one deaths. 

The infective agent gained entrance through 
compound fractures and fractures involving a 
bony sinus. 

The presence of a fracture of the skull was 
determined from the history of the trauma, the 
general condition, the external signs of the injury 
of the head, and the findings of examination of the 
spinal fluid and roentgen-ray examination of the 
skull. 

The pulse and blood-pressure readings, while im- 
portant, must be interpreted with caution. So many 
factors influence the circulatory system that neither 
the pulse nor the blood pressure reacts to intra- 
cranial conditions with any degree of consistency. 
In a typical case of cerebral compression the pulse 
became slow, dropping from a rate of from 70 to 90 
a minute to a rate of from 40 to 60 a minute. The 
blood-pressure readings also varied. A blood pres- 
sure of 180 systolic and 80 diastolic or one of 230 
systolic and go diastolic indicated definitely a 
severe grade of intracranial pressure. 

Intracranial tension is indicated also when the 
spinal fluid is blood stained and flows out under 
pressure. 

Ophthalmoscopic examination of the eyegrounds 
revealed circulatory disturbances in that region and 
thereby gave valuable information concerning intra- 
cranial pressure. In cases of moderate severity, the 
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vessels of the disk were engorged, the disk appeared 
hazy or definite papillaedema was found. In several 
instances the ophthalmoscopic examination showed 
that the eyegrounds were affected more on one 
side than on the other. As a rule, the cause of the 
increased pressure was located on the side of the 
more involved eyeground. 

Neurological examination includes a _ routine 
determination of the following points: (1) the 
condition of the pupils and the oculomotor system; 
(2) the condition of the facial and tongue muscles; 
(3) superficial reflexes of the trunk; (4) deep re- 
flexes of the extremities; (5) abnormal neurological 
reactions, such as patellar and ankle clonus, Babin- 
ski and Kernig signs, stiff neck, etc.; (6) abnormal 
conditions of muscular groups, such as weaknesses, 
spastic and flaccid paralysis, and convulsive seizures. 

In the thirty-four patients operated upon, three 
indications for operation were discovered: (1) com- 
pound or depressed fractures of the skull (three 
patients died and seven recovered); (2) definite 
intracranial tension, especially when the lesion 
causing the trouble could be definitely localized by 
neurological examination (twenty patients died and 
three recovered); and (3) a disabling paralysis on 
one side (one case, with recovery). 

H. Kaun, M.D. 


M’ Kenzie, D.: Further Observations on Spreading 
Osteomyelitis of the Skull. J. Laryngol. & 
Otol., 1927, xlii, 293. 

Spreading osteomyelitis of the skull is rare. 
Osteomyelitis may follow any operation on a sup- 
purating nasal sinus. While extensive operative 
trauma exposes a large area of bone to infection, a 
minor interference is more likely to leave behind it 
active suppurating foci in contact with the wound. 
Osteomyelitis may follow such simple and restricted 

rocedures as the intranasal antrum operation, the 
intranasal frontal sinus operation, and curettage 
of an ethmoid for polyps. If the reports represent 
the usual run of cases, the disease is more frequent 
after small than after large interventions. 

The exciting cause of the disease is still unknown. 
A patient may safely undergo several sinus opera- 
tions without unfavorable sequela and then, for 
some undiscoverable reason, develop osteomyelitis 
following an intervention that is quite trifling. 

The spontaneous form of osteomyelitis is more 
frequently self-limiting than the postoperative form. 

In progressive osteomyelitis appearing after an 
operation, an interval of a week or two usually 
elapses between the operation and the onset of the 
disease. In such cases the progress of the condition 
is slow. 

When the disease originates in the bones of the 
face, the thin flat facial bones tend to become 
necrosed en masse suddenly, the progress of the 
condition here being in marked contrast to its 
creeping or halting and leaping progress in the 
cranial vault. It appears also that the route taken 
by the infection in the bones of the face is toward 


the frontal bone and the vault of the skull. For 
some unknown reason, the disease avoids the bony 
roof of the nose and orbit, at least in its early 
stages. If this were not the case, it would usually 
begin and end with septic meningitis. 

Drainage alone is insufficient to arrest the disease. 
The surgeon must treat it as a malignant entity and 


“erect his defenses and cut his barriers well ahead of 


its apparent limits. This requires the making of 
long incisions in the face and forehead and the 
removal of bone sometimes over extensive areas, 
which is a difficult necessity as features may thereby 
be obliterated and conspicuous scars may be left. 

When osteomyelitis begins in either ethmoid it 
seems to reach the nasal bones quickly, the first 
sign being the appearance of a pale swelling of the 
soft parts at the inner side of the orbit and over the 
bridge of the nose. At the same time, inspection of 
the interior of the nose will show the mucosa of the 
ethmoid region to be red and greatly swollen. 

When the disease has its origin in the antrum, its 
starting point seems to be most commonly the 
orbital floor and the inferior margin of the orbit. 

When the condition begins in the frontal bone, 
the swelling first appears over the affected frontal 
sinus, but occasionally the earliest indication of 
trouble is the rise of a doughy swelling high up 
near the frontal eminence. 

Promising results have followed the intravenous 
use of colloid silver. In three of the author’s four 
cases in which this treatment was tried it resulted 
in unmistakable improvement in the symptoms. 

M’ Kenzie reviews in detail his surgical procedure 
in the spreading forms of osteomyelitis following the 
various sinus operations. He states that in such 
cases the only method of effecting a cure is radical 
operation. Joun J. Matoney, M.D. 


EYE 


Mills, H. P., and Watkins, W. W.: Localization of 
Foreign Bodies In or About the Eye. Radiology, 
1927, Viii, 336. 

Since the perfection of localization technique, 
ophthalmologists have been placed in a position of 
decided advantage in the treatment of foreign- 
body injuries of the eye. The ability to determine 
definitely the location of a foreign body, its size, its 
shape and, within limits, its nature, permits the 
proper treatment of such injuries early and has 
conserved the vision of many eyes which would 
otherwise have been lost. 

Brief mention is made of the history and develop- 
ment of localization technique and some of the 
literature relating to it is summarized. Emphasis 


is laid upon the necessity for scrupulous exactness - 


in the technique and mention is made of certain 
unavoidable sources of error. Localization by the 
Sweet apparatus has been found remarkably 
accurate. 

In 500 consecutive cases examined by the authors 
for suspected foreign bodies, roentgenography was 
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found to be especially valuable in the following 
conditions: 

1. Demonstrable intra-ocular damage with no 
foreign body found in or about the eye. 

2. Old injuries without a recognizable wound of 
entry. 

3. Extensive intra-ocular disturbances in which 
ophthalmoscopic examination is of very little 
value. 

4. Cases of non-magnetic foreign bodies, such as 
copper or rock, in which it is very essential to know 
whether there are intra-ocular particles, as the 
indications for enucleation or conservative treat- 
ment may depend on this information. 

5. Cases of multiple foreign bodies blown into or 
about the eye. The treatment usually depends upon 
whether intra-ocular particles are present in one or 
both eyes. 

6. Injuries in which the determination of the 
exact size, location, and shape of the foreign bodies 
furnishes the necessary indication for the route of 
extraction of magnetic foreign bodies or suggests 
the possibility of extraction of non-magnetic bodies 
by forceps. 

7. Cases in which the foreign bodies change 
position, either unassisted or after the application of 
a magnet. 

8. Cases in which there is doubt as to the nature 
of the foreign body which has entered the eye. 

9. Cases with multiple foreign bodies of a mag- 
netic nature. 

ro. Cases of extraordinarily large foreign bodies 
in which information relative to the size and shape 
may indicate the best route for extraction. 

One or two illustrative cases of each group are 
cited and 146 of the 500 cases examined for foreign 
bodies are tabulated. A review of their work has 
led the authors to conclude that exact localization 
of foreign bodies is not only desirable, but so neces- 
sary to the intelligent management of most injuries 
of this type that the procedure cannot safely be 
omitted in any foreign-body injury to the eye. 

Hartune, M.D. 


Wood, D. J.: A Case of Sympathetic a. 
Brit. J. Ophth., 1927, Xi, 217. 


Wood reports the case of a 9-year-old gil who 
contracted Dilateral gonorrhoeal conjunctivitis. The 
right eye developed a corneal ulcer which went on 
very rapidly to perforation. Two weeks elapsed 
before the eye was quiet enough for operative work. 
A conjunctival flap was then fashioned to cover the 
perforation. 

About two weeks later, while the left eye appeared 
normal on ordinary examination, the slit lamp re- 
vealed many fine precipitates on the cornea, cells in 
the aqueous, and a dewy endothelium. The eye 
was then enucleated. With the patient still under 
anesthesia 200 c.cm. of blood were removed for an 
autogenous serum and a dose of salvarsan was given. 
The use of atropine and dionin was begun at once 
and continued throughout the treatment. The serum 
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was given in 3-c.cm. doses for six injections but was 
then discontinued as it became slightly septic. 
Salvarsan was given weekly and sodium salicylate 
administered in large doses. 

Under this treatment the haziness of the vitreous 
cleared and the precipitates became smaller so that 
“ong about three and a half months the vision was 
6/5. 

The most important factors in this case were the 
early diagnosis with the slit lamp and the immediate 
removal of the exciting eye. On examination of the 
excised eye every part was found altered, but the 
changes were most marked in the anterior portion. 

GeorceE R. McAuttrr, M.D. 


Mayer, L. L.: Visual Results with Telescopic 
Spectacles. Am. J. Ophth., 1927, x, 3 s. 256. 


Mayer tested telescopic spectacles in a series of 
sixty-five cases for one or more of the following 

To improve the vision in cases of poor vision 
with ordinary lenses, especially inability to read 
fine print. 

2. To tide the patient over until some operative 
measure would be possible. 

3. To improve the vision of elderly or unhealthy 
persons when an operative procedure would be 
associated with considerable risk. 

4. To demonstrate to the patient that poor 
vision can at any time be improved. 

He briefly reports ten cases illustrating the fol- 
lowing conditions: cataract, retinal lesions, optic 
atrophy, myopia and choroidal atrophy, scars of 
the cornea, physical anomalies, and glaucoma. 

Patients are eager to try the telescopic spectacles 
but often complain on wearing them. The patient 
sees best with the distals in terms of his ordinary 
refraction. Perseverance of the patient usually 
gives perfect results. The reading attachment must 
not focus the print closer than 8 in. Practice and 
persistence always result in greater vision and flex- 
ibility of use. When the price of the lens is of second- 
ary consideration the author writes a prescription 
after the final trial. In other cases the lenses are 
loaned temporarily for trial. 

L. McCoy, M.D. 


Jackson, E.: Advantages of Plano Trial Lenses. 
Am. J. Ophth., 1927, x, 3.8. 266. 


The author summarizes the advantages of plano 
trial lenses as follows: 

1. With plano trial lenses it is possible to ob- 
tain results closely approximating the best results 
obtainable with lens surfaces ‘especially calculated 
to reduce aberrations to the minimum. 

2. It is easy, by means of them, to determine the 
vertex refraction. 

3- It is easy to measure the exact distance of the 
lens surface in front of the eye. 

4. It is easy to keep down close to the mini- 
mum spheric aberration and distortion of pencils by 
obliquity. 
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5. It is easy to measure by neutralization the 
strength of lenses of different forms. 

6. Plano lenses should be universally employed 
as trial lenses. Lesuie L. McCoy, M.D. 


Lea, J. A.: The Treatment of Trachoma by Acetic 
Acid. Brit. J. Ophth., 1927, xi, 150. 


In the treatment of trachoma Lea washes the eye 
and eyelids with a saturated solution of boracic 
acid and then drops in a 0.5 per cent solution of 
cocaine (Darier’s solution, which contains adrenalin 
also). Next he takes an instrument made for him by 
Weiss (an ordinary tatooing needle will do), dips it 
into a mixture of equal parts of acetic acid and 
water, takes care to fill the groove, and, inverting 
the eyelid, pricks every true granulation and any 
wavy rolls or fringes of conjunctiva and then 
washes the eye with a solution of boracic acid again 
and applies a cold compress to the eyelids for an 
hour or so. 

This is repeated two or three times a week. When 
the true granulations have disappeared he applies 
alternately to the hypertrophied papilla sulphate 
of copper and a 2 per cent solution of nitrate of 
silver. Lestie L. McCoy, M.D. 


Ligertwood, L. M.: A Case of Emphysema of the 
Conjunctiva. Brit. J. Ophth., 1927, xi, 233. . 


The author reports the case of a workman who, in 
blowing the dust from his clothes with an air hose 
under a pressure of 70 pounds, received the full 
force of the air in the face and eyes. On examina- 
tion, the conjunctiva was found raised in several 
large and small bulle similar in appearance to a 
chemosis. Otherwise the eye was negative. Within 
five or six days no trace of the injury was apparent 
and the patient was allowed to return to work. 

Grorce R. McAutirr, M.D. 


Shallow, T. A.: Pulsating Exophthalmos. 
Surg., 1927, Ixxxv, 782. 

Shallow reports a case of bilateral exophthalmos 
following an injury of the head sustained in Novem- 
ber, 1924. Six weeks later the left eye turned up- 
ward and became prominent. Subsequently there 
was protrusion of the right eye. Vision in the left 
eye was impaired, but in August, 1925, the pro- 
trusion was less marked. The previous May the 
patient had noticed humming noises in his head and 
a peculiar noise in his left ear. Examination in 
December, 1925, revealed bilateral exophthalmos, 
a redundant and chemotic conjunctiva, and a 
continuous bruit which was very well defined 
over the right frontal sinus and less marked over 
the left. 

Among the unusual features of this case was the 
fact that although the injury occurred in November, 
1924, the bruit was not noticed until May, 1925. 
There was a bilateral exophthalmos presumed to 
have been caused by a fistula on the mesial side of 
the internal carotid artery. The lesion was believed 
to be between the right internal carotid artery and 


the cavernous sinus. In January, 1926, the right 
common carotid was ligated. The bruit then 
ceased and the eyes receded. A month later the 
bruit recurred. When the patient was seen again 
eight months later, the left eye was normal but 
the right was proptosed, a continuous bruit could 
be heard over the right eye and frontal sinus, and 
there was a definite pulsation in the right internal 
carotid, but not in the right external carotid. Be- 
cause the circulation in the right internal carotid 
could be cut off by compression of the left common 
carotid, ligation of the left common carotid was 
done. ‘The patient died six days later. 

X-ray examination following the injection of 
bismuth after death showed bismuth in the left 
common carotid and the aneurism which was 
on the right and in the right common carotid ar- 
tery. The right half of the brain was not injected 
throughout the course of the right internal carotid 
and its branches. 

The author concludes that the treatment indi- 
cated in such cases is ligation of the common 
carotid on the side of the lesion. When this pro- 
cedure fails the failure is due to reversal of the 
current in the aneurismal sac and along the course 
of the internal carotid artery, the blood coming 
from the opposite side. Any further surgery should 
be limited to ligation of the superior ophthalmic 
vein. Ligation of the opposite common carotid is 
not justifiable. Virco. Wescort, M.D. 


Mesirow, M. E.: Central Choroiditis Due to Tox- 
wmias of Pregnancy. Am. J. Ophth., 1927, x, 
3 S- 332. 

The author reports an unusual case of toxemia 
in the third month of pregnancy without high blood 
pressure or albuminuria but with a fresh exudate 
at the right macula which increased gradually, 
extending from the macula to the disk. On termina- 
tion of the pregnancy, the vision gradually re- 
turned. 

The left cornea, which had been hazy, cleared up 
but was quite conical. Several months later the 
fields showed a central and paracentral scotoma, 
but vision was 5/10. The author quotes Zentmayer’s 
rule as the best guide in these cases. 

Vircit Wescott, M.D. 


Pischel, D. K.: The Organoluetin Reaction in 
the Diagnosis of Interstitial Keratitis. Arch. 
Ophth., 1927, lvi, 249. 

The problem of finding a skin reaction for 
syphilis similar to the tuberculin reaction in tuber- 
culosis has interested a large number of investiga- 
tors for many years. The author presents this 
report based on a study of 131 cases of interstitial 
keratitis which were seen in Meller’s Eye Clinic in 
the General Hospital of Vienna, and in eighty of 
which, tests with organoluetin and blood Wasser- 
mann tests were made. 

He concludes that organoluetin is a specific diag- 
nostic agent for interstitial keratitis, which is as 
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accurate as, and even more delicate than, the 
Wassermann reaction. The reaction is negative in 
deep keratitis other than interstitial, and in cases 
in which it is positive it tends to become negative 
under antisyphilis treatment. 

Tuomas D. Aten, M.D. 


Bedell, A. J.: The Nordenson Camera. Am. J 
Ophth., 1927, X, 3 S. 319. 

Bedell believes that the Nordenson camera sat- 
isfies the demand of the ophthalmologist for an 
instrument to be used in the office as it is compact 
and the illumination is easily controlled. The article 
contains three figures explaining the instrument and 
two illustrations of fundus conditions revealed by it. 

VirciL Wescott, M.D. 


Cohen, M., and Meeker, L. H.: A Case of Multi- 
locular Cyst of the Optic Nerve Meninges. Arch. 
Ophth., 1927, lvi, 211. 

The authors believe that in the case reported in 
this article they identified the arachnoid micro- 
scopically. As their photographs and histological 
descriptions so closely resemble previously described 
“primary lymphangiomata”’ of the orbit, they are 
inclined to think that such cases have been in- 
correctly diagnosed. They cite a number of 
ophthalmologists who claim that no lympathic ves- 
sels have been demonstrated in the orbit. They 
contend that the term ‘‘meningocele’”’ should be 
reserved for cases in which hernia of the arachnoid 
is proved. Tuomas D. Atten, M.D. 


Scarlett, H. W.: Druses Apart from the Nervehead. 
Am. J. Ophth., 1927 ,X, 3 S. 330. 


Scarlett reports a case of druses (hyaline bodies) 
in a g-year-old boy with normalvision. It is un- 
usual to find druses in clumps, not in contact with 
the disk, as in this case. The cluster was situated 
between the disk and macula and extended into 
the vitreous to the extent of about 3 diopters. 
— arise from the lamina vitrea and are harm- 

ess. 

The author cites a number of typical cases. 

Vircit Wescott, M.D. 


Reese, A. B.: Abscesses of the Optic Nerve. Arch. 
Ophth., 1927, \vi, 265. 

The author presents the histories and patho- 
logical findings of two different types of abscesses 
of the optic nerve, the toxic and the embolic. He 
concludes that toxins may gain access to the optic 
nerve from the vitreous through the perivascular 
lymph spaces or from the choroid through the 
border tissue of the optic nerve, and that emboli 
may lodge in the nerve. The latter occurs infre- 
quently because the small vessels supplying the 
nerve come off at right angles from the central 
artery. Emboli are therefore apt to be carried in 
the center of the arterial stream and only very 
occasionally enter the finer twigs in the nerve. 

Tuomas D. ALLEN, M.D. 
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EAR 


Fowler, E. P.: The Newer Tests for Hearing, 
with Demonstration of Methods. Laryngoscope, 
1927, Xxxvii, 285. 

The author thinks there is some confusion regard- 
ing the execution and interpretation of the new 
tests for hearing, due largely to the unfamiliar 
technical terms. He emphasizes that the older tests 
should not be abandoned as some of the newer 
tests offer refinements requiring progressive re- 
search. The new charts and audiometers are dis- 
cussed in some detail. James C. Brasweit, M.D. 


NOSE AND SINUSES 


Morse, J. L.: Acute Infections of the Nasopharynx 
and Its Adnexa in Infancy and Early Child- 
hood. Med. Clin. N. Am., 1927, x, 1143. 


Acute infections of the nasopharynx and its 
adnexa occur often in childhood and are frequently 
the cause of death. The treatment is primarily 
preventive, consisting in the removal of adenoids, 
regulation of the patient’s habits to diminish the 
vulnerability of the mucous membrane of the nose 
and nasopharynx, the prevention of exposure to 
contagion, isolation of the patient and his con- 
finement to bed for two or three days, and simple 
local treatment, usually with the silver salts. If 
these measures are taken, babies and children will 
seldom have acute nasopharyngitis and therefore 
will seldom develop complications. 

The complications are ethmoiditis, inflammations 
of the frontal and maxillary sinuses (rare), otitis 
media (frequent), mastoiditis following otitis media, 
thrombosis of the lateral sinus following mastoiditis, 
and meningitis. Proper treatment of these compli- 
cations will reduce their severity. 

Manrorpb R. Wattz, M.D. 


Barnhill, J. F.: The Relation of Infected Nasal 
Sinuses to Optic and Orbital Disease. J. /ndi- 
ana State M. Ass., 1927, Xx, 140. 


Most diseases of the eye secondary to sinus 
disease are of an inflammatory nature and caused 
by the transference of infection from the sinus to 
the orbit. This takes place through: (1) a perfora- 
tion of the intervening tissues such as results from 
infection, necrosis, and the final breakdown of 
tissue; (2) a dehiscence in the intervening osseous 
wall; (3) venous channels; or (4) the lymphatics. 

The most frequent route is probably by way of 
the veins. In cases of sinus disease accompanied by 
blindness, operation will often clear up the blindness. 

Manrorp R. M.D. 


MOUTH 


Woolsey, J. H.: Congenital Cleft Lip and Palate. 
California & West. Med., 1927, xxvi, 633. 


In the United States, congenital cleft lip and 
palate occur once in every 1,170 births. The author 
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rejects the term “harelip,” and gives the following 
classification for the various types of cases: 

Group 1. Pre-alveolar process cleft (lip cleft, 
process normal): (a) unilateral, right and left, com- 
plete and incomplete; (b) median (rare), complete 
and incomplete; (3) bilateral, right and left, com- 
plete and incomplete. 

Group 2. Postalveolar process cleft (palate cleft, 
process normal): (a) soft palate, extent in thirds; 
(b) hard palate, extent in thirds. 

Group 3. Alveolar process cleft (follows incisor 
sutures): (a) unilateral: process, right and left, 
complete andincomplete; palate, unilateral, bilateral, 
median, complete and incomplete; lip, unilateral, 
bilateral, median, complete and incomplete; (b) 
median (rare), complete and incomplete; (c) bi- 
lateral: process, right and left, complete and incom- 
plete; palate, right and left, complete and incom- 
plete; lip, right and left, complete and incomplete. 

It is thought that infants withstand surgical 
shock well. Therefore the major portion of the 
treatment should be carried out before the age of 3 
months. Digital pressure should be made on the 
alveolar processes during the first two weeks of life 
and then permanent closure should be effected. 
The soft palate should have been treated by the 
eighteenth month. 

Closure of the lip first is advocated by Berry, 
Blair, Brown, Thompson, Ritchie, Horseley, Goy- 
der, Dowd, and New. Closure of the palate first 
is favored by Brophy, Lane, Sherman, Farr, and 
Terry. 

The premaxilla should never be amputated. Its 
union with the lateral processes should be firm 
bony union. 

Speech training is a very important part of the 
treatment. All patients with any defect should 
have a competent instructor. 

Barrett Brown, M.D. 


PHARYNX 


Mosher, H. P.: An X-Ray Study of Movements of 
the Tongue, Epiglottis, and Hyoid Bone in 
Swallowing, Followed by a Discussion of Diffi- 
culty in Swallowing Caused by Retropharyn- 
geal Diverticulum, Postcricoid Webs, and 
Exostoses of Cervical Vertebra. Laryngoscope, 
1927, XXXVvii, 235. 

X-ray studies of the movements of the tongue 
during swallowing which were made with the use of 
barium milk showed that first the tip is depressed, 
then the dorsum is hollowed out, and then the tip 
is carried to the roof of the mouth against the teeth 
and held there. As the tip comes up, the base is 
depressed. The base is then depressed more, and the 
anterior half goes to the roof. At this point, the 
base of the tongue is shot backward like a plunger, 
shooting the bolus downward. The base then moves 
upward and ‘backward until the tongue is nearly 
lost behind the ramus of the jaw, and finally strikes 
the posterior pharyngeal wall. 


As the tongue moves up and backward, the epi- 
glottis comes to lie against the tongue and its tip is 
forced against the posterior pharyngeal wall with 
the tongue. The epiglottis acts as a watershed, 
dividing the stream in two. In continuous swallow- 
ing, the barium not only runs down on either side, 
but cascades over the epiglottis in a full stream. 
Both the fluoroscope and the roentgenogram show 
that the epiglottis turns downward to cover the 
larynx. Even when the epiglottis is deformed, the 
mechanical closure of the larynx is complete. 

The hyoid bone follows the movement of the 
tongue upward the width of one cervical vertebra 
because it is attached to its base. The great horns 
of the hyoid are forced back against the posterior 
pharyngeal wall and remain stationary, the chief 
movement being in the body of the bone. This 
partial fixation of the hyoid results in a quick return 
of the epiglottis after the act of swallowing. 

Retropharyngeal pouches in man are probably 
due to: (1) an embryological tendency toward the 
formation of such pouches, and (2) an asymmetry 
of the mouth of the cesophagus such as is often 
found in asymmetry of the thyroid cartilage and 
brings undue pressure upon an embryologically and 
anatomically weak spot of the oesophagus. 

Bilateral webs of the oesophagus are probably con- 
genital; other webs, especially if single and behind 
the cricoid cartilage or just below it are due to 
disease of the oesophageal mucosa. They are found 
most frequently on the right side. The symptoms 
are difficulty in swallowing or the occurrence of 
strangling when swallowing is attempted. A large 
examining tube and the X-ray are enough for the 
diagnosis. 

Treatment is most satisfactory; the webs are 
punched out or divulsed. 

Exostoses of the cervical vertebrae may cause 
difficulty in swallowing. The diagnosis is made by 
X-ray examination. There is no treatment. CEsoph- 
agoscopy, unless very carefully done, is contra- 
indicated. Manrorp R. Wattz, M.D. 


Robey, W. H., and Freedman, L. M.: The Effects 
of Tonsillectomy on the Acute Attack and 
Recurrence of Rheumatic Fever. Med. Clin. N. 
Am., 1927, X, 1103. 


Robey and Freedman are of the opinion that com- 
plete enucleation of the tonsils is the best preventive 
of rheumatic fever and therefore of rheumatic heart 
disease. A history of repeated sore throat is of more 
importance than tonsils which suggest disease by 
their appearance. Tonsillectomy is indicated by a 
history of repeated sore throat even when the ton- 
sils appear normal. When the tonsils are diseased 
they should be removed even in the absence of a 
history of sore throat. 

Tonsillectomy is a major operation and should be 
performed only by persons duly qualified by training 
and experience. An incomplete tonsillectomy leaves 
the patient in a dangerous condition as tonsil snags 
are often as dangerous as the entire tonsil. 


I 
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The theory that when rheumatic heart disease 
appears after tonsillectomy the tonsillectomy failed 
to prevent it is erroneous. Rheumatic heart disease 
may not manifest itself until three or four years 
after an attack of tonsillitis or rheumatic fever. 
Moreover, the mere fact that tonsillectomy was 
eventually performed indicated the necessity for it, 
and the delay of the operation may have made the 
cardiac damage possible. On the other hand, even 
a late tonsillectomy will often prevent subsequent 
attacks and damage to the heart. 

The prompt subsidence of fever and joint symp- 
toms following tonsillectomy in cases of acute 
rheumatic fever has led to the more frequent per- 
formance of the operation as soon as sufficient study 
has proved the tonsils to be the port of entry of 
the infection. As operation during the height of the 
febrile attack has not proved disastrous, it will 
diminish the possibilities of cardiac involvement. 

James C. Braswe tt, M.D. 


Bloodgood, J. C.: Oral Lesions Due to Vincent’s 
Angina: What Every Physician and Dentist 
Should Know About Its Recognition and 
Treatment. J. Am. M. Ass., 1927, \xxxviii, 1142. 


Bloodgood is of the opinion that the occurrence 
of Vincent’s angina is increasing and that the 
increase is due to or associated with poor living 
conditions. 

In the treatment, he has had excellent results 
from the use of sodium perborate. A thick paste 
of the chemically pure salt is made with water and 
spread over all of the teeth with the fingers. Any 
red or ulcerated areas not around the teeth are 
treated in the same way. The patient holds this 
paste in his mouth for about five minutes. During 
this time it foams as a result of oxidation. The 
mouth is then rinsed with warm water. 

In the author’s opinion it is a mistake to allow 
patients to do this themselves until they are thor- 
oughly trained, and by the time they are trained 
the lesion is usually cured. If the treatment is 
given too frequently it causes irritation. When the 
condition involves the entire oral cavity, extending 
to the fauces and pharynx, the patient should gargle 
with a thinner solution of the perborate two or three 
times a day. The more extensive the lesion and 
the more ulcerated the areas, the longer the time 
required for a cure. James C. Braswe tt, M.D. 
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McCarrison, R.: The Experimental Production of 
a New Type of Goiter Unrelated in Its Origin 
to Iodine. Lancet, 1927, ccxii, 916. 


McCarrison bas hitherto produced three types of 
goiter in animals—the hypertrophic type, the hyper- 
plastic type, and the colloid type. The hyper- 
trophic type arises in animals living under un- 
hygienic conditions of life in iodine-poor localities 
and in animals receiving massive doses of faecal 
bacteria in their food. The hyperplastic type arises 
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in animals receiving an excess of fats or fatty 
acids in an otherwise well-balanced diet. The colloid 
type arises in animals receiving an excessive amount 
of lime in an otherwise well-balanced diet. 

These types of goiter, with the possible exception 
of those due to the ingestion of fecal bacteria, may 
be prevented by increasing the intake of iodine in 
proportion to the unhygienic conditions of life or 
to the excess of fats or of lime in the food. 

This article deals with the experimental produc- 
tion of a new type of goiter which is unrelated to 
the iodine ingested. Its histological features are 
those of an intense secretory hypertrophy which 
ultimately leads to exhaustion of more or less of the 
epithelia and its replacement by non-secretory 
elements and fibrous tissue. The picture approaches 
that seen in Graves’ disease during the secretory 
hypertrophy and myxoedema when the secretory 
epithelia have been replaced by fibrous elements. 

It is prone to arise when green vegetable foods and 
fruit are excluded from a diet containing more than 
60 per cent of white flour, less than 20 per cent of 
protein and fats and salts (including iodine) in 
adequate amounts. Such a diet is poor in vitamines, 
manganese, vegetable juices, and roughage, and is 
rich in vitamine-poor carbohydrate. Experiments 
have shown that absence of the growth-promoting 
factor of Vitamine B is the chief deficiency in the 
diet. However, McCarrison is unwilling to attrib- 
ute the condition to absence of this factor alone. 
It is noteworthy that white flour is poor in the 
growth-promoting factor of Vitamine B, whereas it 
is not devoid of the anti-neuritis factor. 

The experimental work here reported suggests the 
occurrence of this type of goiter in children and 
young women of the working classes whose food 
contains much carbohydrate poor in vitamine, little 
suitable protein, and less green vegetables and fruit. 
The subjects of its progressive stages are prone to 
develop Graves’ disease following such influences 
as fright, mental worry, pregnancy, lactation, and 
attacks of acute infectious diseases, and the subjects 
of its retrogressive stages show greater or lesser 
degrees of myxoedema. If the author’s findings as 
to the etiology are correct, the condition can be 
prevented or cured only by a well-balanced diet 
rich in vitamines and will not be influenced by 
iodine. Manvet E. Licutenstein, M.D. 


Starr, P.: The Course of Hyperthyroidism Under 
Iodine Medication. Arch. Int. Med., 1927, xxxix, 
520. 


The typical course, as represented by the basal 
metabolic rate, in all types of hyperthyroidism 
when daily large doses of iodine are given in any 
form consists in a primary remission, a more gradual 
recurrence, and a post-iodine reaction after dis- 
continuance of the iodine treatment. 

Of thirty-six unselected clinic cases representing 
various types of hyperthyroidism, eight (about one- 
fourth) showed a reduction in the metabolic rate of 
less than 25 per cent, and twenty-eight (about three-. 
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fourths) a reduction of 50 per cent or more. In 
thirteen, the rate was reduced to +20 per cent or 
less. 

The same frequency and degree of remission 
occurred in a series of twenty cases of toxic goiter, 
including adenomatous goiter with hyperthyroidism. 
The author tabulates eight such remissions in 
adenomatous goiter. The cases showing less than a 
25 per cent iodine remission have no distinguishing 
clinical or pathological feature. 

Recurrence under iodine treatment is illustrated. 
Several examples of post-iodine reaction, including 
a thyrotoxic crisis of this nature, are cited. The 
control of the crisis by enormous doses of Lugol’s 
solution is illustrated. The comment is made that 
since adenomatous goiter with hyperthyroidism 
seems to react to iodine with the same frequency 
and degree of remission as exophthalmic goiter the 
pathogenesis of the two conditions is probably 
similar. 

In conclusion the author states that as_ the 
uniform course of hyperthyroidism under iodine 
medication with the dosage indicated is eventually 
characterized by recurrence and a_ post-iodine 
reaction, the prolonged treatment of this disease in 
this way is without final benefit. 


Blalock, A., and Harrison, T. R.: The Effects of 
Thyroidectomy and Thyroid Feeding on the 
Cardiac Output: Study No. 4 on the Regula- 
tion of Circulation. Surg., Gynec. & Obst., 1927, 
xliv, 617. 

In experiments on dogs the cardiac output was 
found to be increased by the feeding of thyroid 
and decreased by thyroidectomy. The change in 
cardiac output was usually somewhat greater than 
the change in the metabolic rate. The administra- 
tion of iodine to animals receiving thyroid sub- 
stance was followed by a marked decrease in the 
cardiac output as well as in the metabolic rate. 
This decrease was observed for from six to ten days, 
the cardiac output and metabolic rate then in- 
creasing. After the cessation of thyroid feeding, 
both the metabolic rate and the cardiac output 
remained elevated for two months or longer. ‘The 
former returned to normal before the latter. 

Digitalis increased the output of the heart of 
dogs with hyperthyroidism, but this effect was 
somewhat less than the effect on thé cardiac output 
of normal dogs. The authors suggest that the oxy- 
gen and carbon-dioxide pressures may be important 
factors in regulating the cardiac output. ‘They con- 
clude that digitalis should be given to patients with 
hyperthyroidism whether cardiac insufficiency is 


present or not. Leo M. ZimmMerMAN, M.D. 
Imperatori, C. J.: Laryngeal Varices. Med. J. & 


Rec., 1927, CXXV, 321, 382. 


Imperatori reports fourteen cases of laryngeal 
varices which were removed by suspension or direct 
laryngoscopy. ‘These tumors are identical in his- 
tological structure with hemorrhoids. They occur 
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usually on the lower surface of the cord and rarely 
on both cords. They range in size up to 8 mm. in 
diameter. Their color depends entirely on the blood 
vessels they contain and ranges from white to dark 
blue. In the literature these tumors are variously 
termed “fibroma,” “angiofibroma,” ‘cedematous 
angiomatous polyp varix,” and “angioma.” The 
principal symptom is usually hoarseness and rarely 
cough or expectoration. 

In the etiology, voice trauma is evidently the 
most important factor. Nine of twelve patients were 
heavy smokers. Eight had chronic pharyngitis and 
chronic tonsillitis. One patient who had no voice 
trauma was a worker in a dye establishment where 
he was exposed to irritating fumes. In the author’s 
opinion the voice trauma induces lymph stasis in 
the mucosa and the varix develops as the result of 
consequent venous stasis. Vocal rest should be 
insisted upon for ten days following the operation, 
and on discharge the patient should be admonished 
to use his voice properly. F. S. Mopern, M.D. 


Thomson, Sir StC., and Trail, R. R.: Tuberculosis 
of the Larynx and Artificial Pneumothorax. 
Lancet, 1927, ccxii, 963. 


The prognosis of pulmonary tuberculosis is always 
rendered more grave by secondary involvement of 
the larynx. Local treatment for the laryngeal 
infection consists in resting the voice and the use of 
the galvanocautery. Both of these methods are 
applicable to only a small number of cases and 
require many months to effect a cure. 

Reports of the effect of artificial pneumothorax on 
laryngeal tuberculosis are few because cases with 
throat involvement are rarely suitable for this 
treatment. In cases in which it has been used its 
effect was favorable. The presence of a laryngeal 
lesion has not been considered a contra-indication 
to pneumothorax. 

The authors report nine cases of combined laryn- 
geal and pulmonary tuberculosis treated by artificial 
pneumothorax. Complete healing resulted in six. 
Involvement of the larynx arising after the patient’s 
admission to a sanatorium is considered to be of 
grave import as it indicates progression of the. 
disease in spite of the most favorable conditions. 
However, in three of the reported cured cases the 
infection of the larynx developed under such cir- 
cumstances. In one case the lesion failed to respond 
to pneumothorax alone, but quickly healed when a 
few local treatments were given in addition. In two 
cases, tuberculosis of the larynx developed after 
the induction of artificial pneumothorax, but in 
both the condition was mild, In one, it responded 
quickly to rest of the voice. One patient succumbed 
to progressive tuberculosis with involvement of the 
larynx two months after artificial pneumothorax. 

The larynx may be cured by collapsing a lung even 
when the bacilli persist in the sputum and tuber- 
culosis is detectable in the chest. In such cases, 
however, its recurrence is possible. 

Leo M. Zimmerman, M.D. 
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ne. © . J.: Is Radium a Cure for Cancer of the 
a An Inquiry Based on a Study of the 
Results. Arch. Otolaryngol.,1927, v, 301. 

In 1921, in considering the use of radium in the 
treatment of carcinoma of the larynx Harris raised 
two questions for consideration: (1) whether the 
claim that radium cures carcinoma of the larynx is 
borne out by statistics, and (2) whether there is 
danger of serious after-effects following its use. 

At that time he was able to collect only eleven 
cases in which a cure had been claimed. Five years 
had elapsed in only three of these. 

Because of the very small number of reported 
cures in the large number of cases treated with 
radium, Harris was of the opinion that there was 
not sufficient evidence to warrant the substitution 
of radium when operation was indicated. 

Six years have elapsed since that time. Harris 
has now collected the reports of sixty cases treated 
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with radium in which only two cures of five years’ 
duration were obtained. The only encouraging 
report was made by MacKenty, who obtained 
twenty-three cures in thirty-three cases treated by 
laryngectomy from three to five years previously. 
Harris therefore believes that radium will not 
cure carcinoma of the larynx. 

The after-effects of treatment with radium have 
not been satisfactory. In some cases the condition 
has progressed more rapidly because of the stimu- 
lating action of insufficient dosage, whereas in 
others severe and extensive burns have resulted 
from the destructive action of excessive dosage. 
In many cases patients receiving a dosage sufficient 
to destroy the growth develop an intense toxemia 
which is difficult to control. Harris therefore con- 
cludes that radium is harmful in the treatment of 
carcinoma of the larynx. 

MANUEL E. Licutrenstern, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Miller, G. G.: Cerebral Concussion. Arch. Surg., 
1927, xiv, 8gI. 

The author discusses cerebral concussion and 
contusion and reviews the literature. The investiga- 
tion here reported was begun to determine the 
physiological response of the brain to an injury 
which might cause coincident concussion and com- 

ression, but as it soon became obvious that our 
ideas regarding concussion must be more definite, 
the study was ultimately directed toward estab- 
lishing the essential pathological and physiological 
foundation of uncomplicated concussion. 

The attempt was made to determine the effects of: 
(1) blows on the head, (a) a single severe blow, (b) 
' repeated light taps; (2) an electrical current on 
the medulla oblongata (a) a weak induced current, 
(b) a galvanic current of 120 volts; (3) direct 
mechanical pressure on the medulla oblongata; and 
(4) cerebral anemia. 

The technique of the experiments is described, 
Miller concludes that concussion is immediate in 
onset and tends toward spontaneous recovery 
without sequela. It must be sharply differentiated 
from gross lesions such as contusion and multiple 
petechial haemorrhages. The most important sign 
is complete unconsciousness with or without medul- 
lary symptoms. Cerebral anemia is not a causative 
factor. The condition appears to be due to direct 
mechanical action on the cells causing a disturbance 
of cell equilibrium and temporary loss of function. 
The medullary effects are those of stimulation or 
paralysis of the respiratory, vagus, and vasomotor 
centers. The respiratory center is the first to be 
paralyzed. As the paralysis is usually temporary, 
artificial respiration may save life. Death from 
concussion is immedite and due to respiratory 
paralysis with consequent asphyxia. 

C. ANveRSON, M.D. 


Schuster, J.: The Operative Treatment of Epilep- 
sy; Encephalograms in Epilepsy, and a Further 
Contribution on the Effect of Hyperventila- 
tion (Zur operativen Therapie der Epilepsie; 
encephalogramme bei Epilepsie, gleichzeitig ein 
weiterer Beitrag zur Wirkung der Hyperventila- 
tion). Arch. f. Psychiatrie u. Nervenkrankh., 1926, 
Ixxviii, 214. 

By repeated careful studies of encephalograms on 
different days and especially by tracing the pictures 
on transparent paper and comparing the tracings 
with the illustrations of craniocerebral topography 
in textbooks, Schuster was able to see the frontal 
convolutions, the central gyri, the parieto-occipital 
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gyrus, and the insula. The entire subarachnoid 
space could also be recognized. The latter is some- 
times more distinct than the furrow outlines 
which, especially in atrophy of the convolutions and 
cystic degeneration of the furrows, are themselves 
very distinct. 

In his encephalograms Schuster could often make 
out the maximum extent of the changes in the brain 
surface, a finding which was of value in the graphic 
localization of the spasm centers. By seven case 
reports he shows how, by means of these enceph- 
alographic studies with hyperventilation, the spasm 
centers in epileptics were found so that a curative 
operation was possible. 

Hyperventilation does not always cause motor 
disturbances; in some cases it may produce psycho- 
sensory attacks. The latter are usually cases of 
epilepsy in which the clinical picture is dominated 
by emotional disturbances. WREDE (Z). 


Cushing, H.: The Intracranial Tumors of Pre- 
Adolescence. Am. J. Dis. Child., 1927, xxxiii, 551 


In the past fifteen years there were seen in the 
Peter Bent Brigham Hospital, Boston, 1,108 cases 
of verified brain tumors, of which 154 occurred in 
children under 15 years of age; 600 cases of probable 
but unverified brain tumors; and about 600 cases 
of suspected brain tumor. Of all types of brain 
tumor, only about 60 per cent are apt to occur in 
children. These are: (1) the gliomata, (2) congeni- 
tal tumors, and (3) tuberculomata. The ratio of 
cerebellar tumors to cerebral lesions in children is 
2:1 whereas in adults it is 1:5. 

Cushing discusses the three large groups of 
tumors in children in inverse order of their numeri- 
cal importance: 

1. Tuberculomata. Of the sixteen verified tuber- 
culomata in the series of cases cited only six oc- 
curred in children. This is in marked contrast to the. 
old statistics which give their incidence as 50 per 
cent. They occur most frequently in the cerebellum. 
It is best not to remove them. The ultimate prog- 
nosis is more unfavorable than that of most true 
neoplasms. 

2. Congenital tumors. The majority of congeni- 
tal tumors are suprasellar and arise from an anlage 
of Rathke’s pouch. They cause a disturbance of 
pituitary function and are present from birth. In 
about 80 per cent of the cases reviewed the walls of 
the cyst were calcified. The results of treatment 
were not very favorable so far as cure is concerned. 

3. Gliomata. Gliomata constitute 75 per cent of 
tumors of the brain occurring in children and only 
about 37 per cent of those occurring in adults. 
They are not all as seriously malignant as is com- 
monly thought. The life expectancy depends upon 
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the type. In cases of medullo-epithelioma the life 
expectancy is eight months, while in those of 
spongioblastoma it is twelve months, in those of 
medulloblastoma, seventeen months, and in those 
of astrocytomata, seventy-two months. 

The spongiomata are highly malignant, grow 
rapidly, and quickly cause death. Less than 1 
per cent occur in childhood. The medulloblastomata 
are essentially tumors of childhood, occur in the 
mid-cerebellum, grow rapidly, and tend to recur 
following their removal. As they arise from the 
roof of the fourth ventricle their removal is very 
difficult. 

The astrocytomata have a much better prognosis. 
They also arise usually from the roof of the fourth 
ventricle, but are slow growing and more easily 
removed. 

Although unnecessary operations such as appen- 
dectomy are still being performed for the relief of 
symptoms due to brain tumors, fewer advanced 
cases of brain tumor are seen by the neurological 
surgeon today than in former years. It is evident, 
therefore, that progress is being made in early 
diagnosis. 

Eighteen cases representing the following condi- 
tions are discussed in detail: 

Case 1. Encapsulated tumor of obscure type, 


weighing 273.5 gm. The patient was a girl 4% years | 


old. The tumor was successfully removed. 

Case 2. Adhesive meningitis with cerebellar 
symptoms and hydrocephalus. An acute flare-up 
proved fatal. The patient was a girl of 2 years. 

Case 3. A large median cerebellar medulloblas- 
toma. The patient was a girl of 9 years. The tumor 
was successfully removed. 

Case 4. Suprasellar craniopharyngeal pouch cyst. 
The patient was a woman 30 years of age. Death 
followed a transfrontal operation for drainage of 
the cyst. 

Case 5. Mid-cerebellar fibrillary astrocytoma. 
The patient \,as a boy of 13 years. Removal of the 
tumor was followed by improvement, but there was 
residual cranial nerve involvement. 

Case 6. Mid-cerebellar medulloblastoma. The 
patient was a boy of 18 years. The tumor was 
removed successfully. 

Case 7. Inoperable mid-cerebellar tumor (peri- 
thelioma?). The patient was a girl of 8 years. The 
symptoms were relieved by a palliative decompres- 
sion. 

Case 8. Cerebellar tuberculoma on the left side. 
The patient was a boy of 5 years. A palliative de- 
compression relieved all symptoms. 

Case 9. A long intraspinal glioma extending from 
the foramen magnum to the level of the second 
thoracic vertebra. The patient was a girl of 8 
years. Removal of the tumor by suction was fol- 
lowed by relief of the symptoms, which were those 
of a lesion of the cervical cord. 

Case 10. Spinal metastases from a malignant 
mid-cerebellar medulloblastoma removed a year 
previously. The patient was a boy of 12 years. The 
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symptoms were temporarily relieved by deep X-ray 
therapy. 

Case 11. Cerebellar tuberculoma. The patient 
was a boy of 14 years. Decompression without 
removal of the tumor relieved all symptoms except 
blindness. 

Case 12. Cystic fibrillary astrocytoma. The 
patient is now a man of 29 years. During the past 
twenty years, six operations have been performed 
for the removal of the tumor and its recurrences. 

Case 13. Fibrillary cystic astrocytoma of the 
cerebellum. The patient was a girl 9 years of age. 
After removal of the tumor all symptoms except 
blindness were relieved. 

Case 14. Cerebellar astrocytoma. The patient 
was a girl of 3 years. Removal of the tumor was 
followed by recovery except for near blindness. 

Case 15. Cystic mid-cerebellar tumor. The pa- 
tient was a girl of 7 years. Three years after the 
removal of the tumor the patient was still in 
perfect physical condition. 

Case 16. Mid-cerebellar ependymoma. ‘The pa- 
tient was a boy. Decompression without removal of 
the tumor resulted in complete relief of the symp- 
toms. 

Case 17. Pre-adolescent hypopituitarism caused 
by a pituitary adenoma. The patient was a girl of 
12 years. Removal of the tumor resulted in relief 
of the symptoms, 

Case 18. Astroblastoma. The patient was a boy 
of 6 years. Removal of the tumor was followed by 
practically complete recovery which still persisted 
three years later. 

In summarizing, Cushing emphasizes: (1) the 
predominance in children of cerebellar tumors, 
usualy near the midline; (2) the frequent enlarge- 
ment of the head with disappearance of the signs 
of intracranial pressure and resulting impairment 
of the eyesight because of late diagnosis; (3) the 
importance of vomiting as a sign of brain tumor in 
children; and (4) the fact that in many cases of gli- 
oma surgery gives extremely favorable results. He 
urges frequent ophthalmoscopic examinations in 
the cases of children with unexplained vomiting, 
enlargement of the head, and unsteadiness. 

S. Crawrorp, M.D. 


Sachs, E.: The Present-Day Status of the Surgery 
of Brain Tumors. South. M.J., 1927, xx, 171. 


Sachs compares the surgery of brain tumors of 
fifteen years ago with that performed today. Fifteen 
years ago craniotomy for tumor of the brain had a 
mortality of 80 per cent; it was unusual for the 
tumor to be found and still more unusual for it to 
be removed; and the usual procedure was a decom- 
pression which was not oul deen as its underlying 
principles were not well understood, 

Three types of brain tumor—the endothelioma, 
the gliomatous cyst, and the solid glioma—are dis- 
cussed and illustrative case histories are reported. 
It is in the treatment of solid gliomata that there 
is the greatest need for progress. These neoplasms 
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constitute from 35 to 45 per cent of all brain tumors. 
While relief for a period of months is given in 80 per 
cent of the cases and relief for a few years in some 
cases, a cure is very rare. Of the gliomatous cysts, 
90 per cent, and of the endotheliomata, from 80 to 
85 per cent are cured. 

C. ANpERSON, M.D. 


Colledge, L., and Ballance, Sir C.: The Surgical 
Treatment of Paralysis of the Vocal Cord and 
of Paralysis of the Diaphragm. Brit. M. J., 
1927, 1, 553, 609. 

This is the report of experimental work done on 
the monkey and the dog to determine the most 
favorable type of anastomosis of the recurrent 
laryngeal nerve in paralysis of the vocal cords and 
to study the innervation of the diaphragm. 

For the study of paralysis of the recurrent laryn- 
geal nerve, thirty-three experiments were performed. 
In six, the nerve was anastomosed end-to-side to 
the vagus; in seven, end-to-end to the descendens 
noni; and in twenty, end-to-end or end-to-side to 
the root of the main trunk of the phrenic nerve. 

The anastomoses to the vagus and the descendens 
noni resulted in increased tonus of the cords and 
abduction on electrical stimulation. The best func- 
tional results were obtained from anastomosis to 
the phrenic, either with one of the roots or end-to- 
side to the main trunk. End-to-end anastomosis to 
the phrenic trunk resulted at times in too violent 
movements of the cords during excitement; this is 
probably to be explained by the difference in 
function of the phrenic nerve. The paralysis of the 
diaphragm which resulted from section of the 
phrenic nerve and was partial when only one root 
was cut and total for one-half when the main trunk 
was severed, apparently cleared up within two or 
three months after anastomosis with the descendens 
noni. The tests for function were made by palpation 
and fluoroscopic examinations. 

After anastomosis of the recurrent laryngeal nerve 
to the phrenic nerve there was sometimes a delay 
in the return of function of the vocal cords or 
diaphragm or both. This was probably a result of 
overtaxation of the nervous energy by the pro- 
cedure. 

The operation of choice seemed to be end-to-side 
anastomosis of the recurrent laryngeal nerve to the 
main trunk of the phrenic nerve. When this was 
impossible, the best results were obtained from 
end-to-end anastomosis of the recurrent laryngeal 
nerve to the proximal cut end of the main trunk of 
the phrenic and suture of the distal end of the 
phrenic to the descendens noni. 

_ In the case of a woman with postoperative paraly- 
sis of the vocal cords, anastomosis of the recurrent 
laryngeal and phrenic nerves end-to-side was done 
bilaterally. Slight abduction of the right cord was 
noted after fivé months and slight abduction of the 
left cord after four months. In the same length of 
time the paralysis of the diaphragm completely 
disappeared. 


According to Starling, the key to the problem of 
re-education of the paralyzed vocal cords after 
anastomosis of the recurrent laryngeal and phrenic 
nerves is the holding of the breath or forced inspira- 
tion. This tends to abduct the previously immobile 
cords and, when repeated, gradually restores this 
function as nerve regeneration progresses. 

The exact time of the return of function was not 
determined in these experiments because of lack of 
material, but it appeared that adduction preceded 
abduction, which can be explained on a phylogene- 
tic basis. It is known ie that there may be 
paralysis of the abductor muscles when the nerves 
are apparently intact or the remaining adductor 
muscles are in good condition. 

It has not yet been determined whether phona- 
tion will be possible after anastomosis of the recur- 
rent laryngeal and phrenic nerves. 

In some of the experimental animals with bi- 
lateral anastomosis of the recurrent laryngeal and 
phrenic nerves the returned function was satis- 
factory, but during excitement there was noisy 
respiration due to incoordination of the muscles. 
This is probably a part of the normal phrenic 
mechanism or due to incomplete control by the new 
nerve centers. It was noted only following the 
bilateral operation. 

The article contains the protocols of sixteen oper- 
ations performed on eleven animals (four dogs and 
seven monkeys) in which the recurrent laryngeal 
nerve was anastomosed to the phrenic nerve in 
different ways. The descriptions of the operation 
are supplemented by diagrams and photographs 
showing the position of the vocal cords. 

To obtain further data on the physiology of the 
recurrent laryngeal nerve, several experiments with 
electrical stimulation of the nerve were carried out. 
They seemed to indicate that the synchronous 
movements of the vocal cords are under the control 
of the medullary respiratory centers and not the 
cerebral cortex. 

The physiology of respiration is also discussed, 
particularly the relationship of the muscles of 


respiration and the movements of the glottis. 


These muscles and movements are very intimately 
related and coordinated, but we do not yet know 
which is the metronome of the respiratory move- 
ments. Some of the experiments brought out 
paradoxical relationships which suggested that the 
diaphragm may act in this capacity. 

The experimental study of the innervation of the 
diaphragm indicated that the innervation is some- 
what different from that of ordinary skeletal 
muscles. Although it has been suggested that the 
diaphragm may have a double nerve supply, there 
is no definite proof of this as yet. Satisfactory 
return of function follows suture of the cut roots 
or trunk of the phrenic with the descendens noni 
nerve. In one case it followed suture with the 
descending superficial cervical (sensory) nerve in a 
baboon, but this was tried only once. 

ALBERT S. Crawrorp, M.D. 
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SURGERY OF THE NERVOUS SYSTEM 


SPINAL CORD AND ITS COVERINGS 


Armour, D.: The Surgery of the Spinal Cord and 
Its Membranes. Lecture II. Lancet, 1927, ccxii, 
533- 


The author discusses circumscribed serous spinal 
meningitis, gives a brief review of the history of the 
condition, and describes the anatomy of the spinal 
cord membranes and their reaction to injury. 
Adhesions giving rise to cysts may form following 
injuries of the arachnoid whether the dura is in- 
jured or not. Trauma to the arachnoid may be 
produced by infection. In such cases the serous 
spinal meningitis may be diffuse. 

The symptoms of the condition are those of 
extramedullary tumor of the spinal cord, but 
there are certain factors which aid in the differen- 
tiation. One of these is the variability of the symp- 
toms at short intervals. This is the most character- 
istic feature of the clinical picture. Stookey is 
quoted as saying, ‘‘A prolonged history, a positive 
cerebrospinal fluid manometer result, and a normal 
total protein content are the most important points 
in the differential diagnosis from spinal cord tumor.” 

GiLBert C. ANDERSON, M.D. 


Armour, D.: The Surgery of the Spinal Cord and 
Pas Membranes. Lecture III. Lancet, 1927, ccxii, 
QI. 

Armour reviews the various procedures which 
have been used to relieve the pain of inoperable 
malignant disease of the spinal cord and the visceral 
crises of tabes dorsalis. 

Dorsal root section for the relief of neuritic pains 
was first proposed by Dana and first carried out 
for that purpose by Bennett in 1888. It was first 
applied to the relief of the gastric crises of tabes 
dorsalis by Férster and Kuettner in 1908. There 
have been various modifications of Férster’s oper- 
ation based on the different theories as to the 
mechanism of the pain in tabes dorsalis. The 
results have varied from complete failure to a few 
cures. In many cases jn which the pain was relieved 
it later recurred. The chief disadvantages of the 
operation are that it requires an extensive laminec- 
tomy on a patient who is usually a poor risk and is 
followed by loss of sensation to touch, motion, and 
position as well as of sensation to pain. 

Schueller, in 1910, suggested partial section of 
the spinal cord. In the same year Cushing sug- 
gested entire or partial cord section, and in 1916, 
Armour and Cushing performed such operations 
with very satisfactory results. 

In 1911, Spiller suggested section of the antero- 
lateral columns for the relief of the pain from malig- 
nancy, and in the same year this operation was 
performed by Martin with satisfactory results. 
Cadwalader and Sweet worked out the technique 
on dogs. In 1912, Beer performed the second oper- 
ation of this type. In 1920, Frazier reported six 
cases in which he had operated for the relief of 
pain due to malignancy or gunshot wounds. In 
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1915, Souttar did the first anterolateral section for 
the gastric crises of tabes; complete relief of the 
= resulted. Since 1915, several other surgeons 

ave reported series of cases in which this operation 
was done. 

In his review of the physiology and anatomy of 
the spinal cord, Armour points out the main afferent 
tracts and their relation to the crossed and direct 
pyramidal tracts. He states that the impulses of 
pain and temperature sense are carried by the 
tracts in the opposite anterolateral column zone. 
These are Gower’s tract and the lateral basis or 
ground bundle. 

While it is supposed that each specific impulse has 
a different tract for its conduction, the exact loca- 
tion of the tracts is not yet known. Forster places 
the temperature paths in the dorsal part of the 
anterolateral tract and the pain paths immediately 
in front of them. Shiff, Karplus, Kreidle, and others 
believe that the gray matter also conducts pain 
sensation. Férster regards the extrafunicular 
paths for pain through the gray matter as only 
by-passes. 

The technique of section of the anterolateral tract 
offers no special difficulties. The level depends upon 
the location of the pain. The section should be 
made from one to four segments above the upper 
level of the pain. The knife should enter the cord 
anterior to the dentate ligament and emerge at 
the side of, or partly in, the emerging anterior root. 
The depth should not be deeper than from 2.5 to 
3 mm. Section should be bilateral if necessary. 

Greenfield has recently suggested a new method 
of performing chordotomy. His procedure is a 
mediolongitudinal section of the cord. ‘This is 
applicable to the same type of case as the antero- 
lateral tract section and has the advantage over 
the latter that a bilateral effect is obtained by one 
incision which completely destroys all of the pain- 
conducting fibers crossing at the level of the in- 
cision. Other advantages are that it is simpler 
than the lateral section and associated with no 
danger of injury to the crossed pyramidal tracts, 
The incision must be made exactly in the midline 
and about 1 in. long. Injury to the anterior spinal 
artery must be avoided. The author performed this 
operation in December, 1926, in a case of tabetic 
gastric crises, but the patient died a few days later 
from pneumonia. 

The second part of the article is devoted to a 
discussion of telangiectasis of the spinal cord and 
its membranes. This condition has been described 
by various names such as “angioma,” ‘‘haeman- 
gioma,” ‘‘cavernous angioma,” and “varicocele of 
the cord.” By some it is regarded as a congenital 
anomaly, but by others it is believed to be of 
neoplastic origin. According to a third theory, it is 
the result of peripheral constriction with secondary 
varicosity. 

In most cases it is the posterior vessels which are 
involved. The condition occurs most frequently in 
the cervical and lumbosacral regions. Trauma may 
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occasionally be a factor. In some cases there are 
associated nevi, suggesting a congenital origin. 
Variation of the symptoms is a diagnostic feature. 
The onset is usually sudden and the development 
rapid. There may be complete or partial recovery 
for years. Exploration is the only sure method of 
diagnosis. Ligation is not often advisable or pos- 
sible. Leaving the dura unsutured may result in 
some benefit. ALBERT S. Crawrorpb, M.D. 


PERIPHERAL NERVES 


Jalcowitz, A.: The Prognosis of Peripheral Nerve 
Injuries Treated Surgically (Zur Prognose der 
operativ behandelten  peripheren Nervenverlet- 
zungen). Deutsche Ztschr. f. Chir., 1926, cxcix, 31. 


Of 293 cases of nerve injury operated upon dur- 
ing the war in the von Eiselsberg clinic, a re- 
examination was made in ninety-six. All of the 
latter were cases of gunshot wounds and the major- 
ity were due to rifle bullets. From seven to ten 
years had elapsed since the operation. 

The results only confirmed previous unfavorable 
experience as regards the end-results of nerve 
suture. The brachial plexus was involved in eight- 
een cases, the radial nerve in twenty-nine, the me- 
dian nerve in nineteen, the ulnar nerve in fifteen, 
the sciatic nerve in twelve, and the peroneus nerve 
alone in three. In forty-six (about 50 per cent) of 
the ninety-six cases there was no improvement, and 
in forty-one only moderate improvement. Marked 
improvement occurred in only nine. There was no 
complete cure. 

The prognosis is best when operation is performed 
in the first six months after the injury, but may be 
good up to the ninth month. After the ninth month 
it is absolutely unfavorable. The motor fibers 
recover the most easily and rapidly. In the case 
of the sensory fibers the prognosis is considerably 
less favorable. The vasomotor fibers never recover 
function. 

The best results were obtained in the radial nerve 
and the next best in the median and sciatic nerves. 
In the case of ulnar nerve, and particularly of the 
— nerve, the outlook is decidedly less favor- 
able. 

The results were best in the cases of neurolysis. 
When extraneural neurolysis was done, favorable 
results were obtained in about 90 per cent of the 
cases, these constituting most of the cases with 
marked improvement. 

In cases of nerve suture, surrounding the nerve 
with a flap of muscle appeared to give somewhat 
better results than tubulization or surrounding it 
with fat. In a case in which tubulization was done 
without suture there was no improvement. 

Following neurolysis the beginning of improve- 
ment is noted within the first half year, whereas 
following nerve suture it is noted between the third 
and ninth months. As a rule improvement ceases 
by the end of a year, but in some cases may con- 
tinue for two or three years. Very striking is the 


not uncommon association of good electrical excit- 
ability of the nerve with defective power of active 
contraction. In such cases some additional im- 
provement may be obtained from psychotherapy, 
massage, and electrotherapy. TOELKEN (Z). 


Lanford, J. A., and Cohn, I.: Ependymal Neoplasm 
of the Median Nerve, with a Case Report. 
South. M. J., 1927, XX, 273. 

The case reported was that of a man 35 years of 
age who sought treatment for pain in the right 
shoulder extending down into the hand which had 
been present for six months and was becoming 
progressively worse. It began following a sudden 
strain and was accompanied by marked atrophy 
and weakness of the right forearm and hand. 

Examination revealed a hard tender mass on the 
inner side of the elbow, just above the internal 
condyle. Involvement of the median nerve was 
evidenced by paralysis, atrophy, trophic changes, 
and hyperasthesia over the distribution of the 
nerve. 

On exploration, the tumor was found to arise 
from the median nerve. It was removed by cutting 
the nerve above and below it. The proximal end 
of the nerve was then sutured end-to-side into the 
ulnar nerve and the distal end into the internal 
cutaneous. 

Grossly, the tumor was spindle-shaped, 7 cm. 
long and 3 cm. wide in its greatest diameter. It 
appeared to be a neuromyxosarcoma. On histolog- 
ical study a tentative diagnosis of carcinoma of 
the gland cell type was made, but the primary 
origin of the growth was undetermined. 

Four months later the patient returned with a 
mass above the site of the tumor previously re- 
moved. On exploration, this proved to be a recur- 
rent tumor. In its removal the cutting was done 
more widely than in the removal of the previous 
tumor. The pathological report was recurrent 
carcinoma similar to the primary growth and of 
unknown origin. 

Eight months later the patient returned with an 
apparently recurrent tumor in the same region. 
This soon seemed to extend deeper and to involve 
the structures of the elbow. Four months later the 
arm was amputated at the juncture of the middle 
and upper thirds. 

The histological diagnosis of this tumor was 
neurogenic sarcoma with absence of the gland-like 
spaces noted in the primary growth. 

The authors point out that the tumor in this case 
was unique in that it had the histological character- 
istics of an epithelial tumor but no connections to 
suggest an epithelial origin as it apparently arose 
from the median nerve. It developed the character- 
istics of a neurogenic sarcoma, but only after the 
removal of two growths. In the authors’ opinion, 


’ it was an ependymal structure containing gland-like 


spaces in a neuroglia matrix and probably sprang 
from a cell which was carried down from the central 
nervous system during the development of the 
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median nerve, having its primary origin in the neuro- 
epiderm of the developing embryo. 

In the discussion of this report BLoopcoop said 
that he had never seen a similar tumor and that in 
his 200 nerve-sheath tumors there was none with 
epithelial cells. 

Hors tey also reported that he had never seen or 
heard of a similar neoplasm. 

Lewis agreed that the neoplasm was unusual and 
emphasized the importance of wide removal of 
such a tumor, the restoration of function being of 
secondary importance. Apert S. Crawrorp, M.D. 


SYMPATHETIC NERVES 


Cutler, E. C.: Summary of Experiences Up-to- 
Date in the Surgical Treatment of Angina 
Pectoris. Am. J. M.Sc., 1927, clxxiii, 613. 


This is a digest of the literature and a discussion 
of the different surgical attempts to date to relieve 
the pain of angina pectoris. The aim of the surgical 
procedures has been to interrupt the nervous arc by 
which the sensations of pain are carried upward, 
and is a purely symptomatic form of treatment. 

Frangois Franck first proposed operative treat- 
ment in 1899. Jonnesco first practiced it in 1916, 
removing all three cervical and the first dorsal 
sympathetic ganglia on both sides. His result was 
very satisfactory, but the treatment did not become 
popular at once. In 1923, Coffey and Brown reported 
five cases and advocated merely removal of the 
superior cervical sympathetic ganglion or division 
of the trunk between this ganglion and the heart. 
Since 1923, many cases have been reported in which 
numerous variations of this procedure have been 
tried with varying success. 

In a review of the anatomy, the author shows the 
connections of the vagus and sympathetic chains 
with the heart, aorta, and the central nervous 
system by means of a diagram. The depressor 
nerve (branch of the vagus) is afferent. The superior 
sympathetic ganglion is apparently purely motor. 
Sensory fibers in the sympathetic system run from 
the heart only as high as the middle cervical gan- 
glion. The afferent sympathetic fibers, -whether 
going to the middle or inferior ganglion, end even- 
tually in the stellate ganglion and there are con- 
nected with the afferent fibers to the cord. The 
only fibers which must be considered are the 
depressor nerves, the fibers going from the heart 
to the middle and lower cervical ganglia,.and the 
first thoracic and stellate ganglia. 
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On the basis of experimental findings it seems 
unlikely that the depressor nerve is the pathway of 
the sensations of pain in angina pectoris. Moreover, 
it is very diflicult to isolate the nerve with certainty. 
We assume that pain originates in the heart, and 
that the pain in the upper thoracic region and arm 
is referred from an overflow in that region of the 
spinal cord. 

Cutler has made a critical analysis of 120 cases 
selected from the literature. These are divided into 
five groups according to the operative treatment: 
(1) the complete Jonnesco operation, (2) operations 
upon the cervical sympathetic chain, partial or 
complete, (3) operations upon the depressor nerves, 
(4) combined operations upon both vagus and 
sympathetic nerves, (5) procedures aimed at the 
posterior roots themselves. The results were as 
follows: 

Group 1: good results in 62.9 per cent, definite 
improvement in 18.5 per cent. Group 2: good 
results in 41.5 per cent, improvement in 35.8 per 
cent. Group 3: good results in nine of twelve cases. 
Group 4: improvement in both of two cases. Group 
5: good results in 40 per cent, improvement in 
43-3 per cent. 

From these figures it appears that the Jonnesco 
procedure gives slightly better results than the 
other cervical sympathectomies, but has a slightly 
higher operative mortality (11 per cent). It appears 
also that the results of cutting of the motor path- 
ways (superior cervical ganglion) are not as good 
as those of section of the sensory pathways (the 
lower ganglia). Since in some cases in which the 
superior ganglion was left, the pain recurred in the 
area of its distribution, this ganglion must some- 
times be a factor in angina pectoris. 

The operations on the depressor group are too 
few to warrant conclusions, and there is consider- 
able doubt as to whether the nerves were actually 
cut. The injections upon the posterior nerve roots 
seem too uncertain and fraught with danger to 
appeal as routine methods of attack. 

In conclusion the author states that further 
experience will be necessary to settle the question 
regarding the extent of the operation indicated. 
The failure of any single procedure to cure in all 
cases and the variations in results from various 
procedures make us realize that much is yet to be 
learned regarding the mechanism of the pain in 
angina pectoris and the anatomy and physiology 
of the sympathetic nervous system. 

Abert S. Crawrorp, M.D. 


SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


‘Hart, D.: Intracystic Papillomatous Tumors of the 
Breast, Benign and Malignant: An Analysis 
of 124 Cases. Arch. Surg., 1927, xiv, 793- 


This article is based on a study of 104 benign 
intracystic papillomatous tumors of the breast, 
twenty-four malignant tumors, and five tumors the 
nature of which was uncertain. From his analysis 
of this material the author concludes that the benign 
papillomatous cyst is a distinct type of tumor with a 
fairly uniform history and physical findings. A nip- 
ple discharge, usually bloody, occurred in 66 per cent 
of the cases reviewed. This may be present in the 
absence of a palpable tumor. Under such circum- 
stances it demands close observation, but is not an 
indication for operation. In the cases reviewed the 
tumors of the benign group were found to appear at 
any age after puberty, but the malignant tumors 
occurred only after the age of 35 years. All but 2 
per cent of the patients were females. The duration 
of the tumors was extremely variable; some were 
present for from twenty to thirty years. The 
growths may have a firm, nodular indurated con- 
sistency due to multiple cysts tensely filled with fluid 
and so situated as to suggest a single tumor. They 
occur most frequently in the central zone of the 
breast, but occasionally in the periphery. 

Contrary to the usual belief, the tumors were mul- 
tiple in about 50 per cent of the cases, although 
clinically they were classed as single in 83 per cent. 
They are usually small, but in 38 per cent of the 
cases they were over 6 cm. in diameter. There may 
be some retraction of the nipple due either to the 
mechanical action of the tumor in pressing on the 
ducts or to the contraction of scar tissues when infec- 
tion is superimposed. The skin is usually normal, 
but may be tense, thin, shiny, and red, or show a 
sinus from rupture. Changes in the size of a tumor 
associated with a bloody discharge from the nipple 
is almost pathognomonic of a papillomatous cyst. 
Pathological examination usually reveals a cyst with 
one or more papillomata, a thin wall, and no inva- 
sion. Frequently there are multiple cysts surrounded 
by all types of epithelial proliferation or associated 
with hemorrhage or infection causing fibrous pro- 
liferation. 

Of the group of cases of malignant tumors, a large 
percentage presented the picture of cancer clini- 
cally, grossly, and microscopically. Apparently the 
cancer may arise from a papillomatous cyst or occur 
in a breast that is the site of one or more of these 
tumors. The duration of the condition is usually 
short, but in one case the lesion was present for 
thirteen years, during the first eleven of which it was 
probably benign. No other patient gave a history 


that would suggest malignant change in a benign 
tumor. Large tumors were more common and pain 
was more often a symptom in the malignant group. 

In a very large number of the cases of benign 
tumors radical treatment was given. Forty per cent 
of the patients with such growths were subjected to 
amputation of the breast and 38 per cent to radical 
operation with removal of the pectoral muscles and 
axillary glands. 

Most of the diagnoses of “cancer” or “suspected 
cancer” have been made at exploratory incision. 
Removal of the breast alone in cases suggesting 
cancer is unjustifiable, being unnecessarily radical 
if the lesion is benign and insufficient if it is malig- 
nant. An accurate diagnosis can be made better by 
clinical observation than by exploratory incision. 
The character and attachment of the papilloma to 
the cyst wall are of more value in the diagnosis than 
the nature of the cyst contents. 

As patients are now coming under observation 
earlier, the diagnosis is more difficult and the cancer 
is more apt to be found at exploratory incision. The 
tumor should be excised and then thoroughly exam- 
ined. 

Of the patients with benign tumors, 65 per cent 
were followed for from one to twenty-two years. 
None developed cancer. This fact and the fact that 
a large percentage of the patients who suffered from 
malignancy died of recurrence are proof of the essen- 
tial difference between the two groups. The impres- 
sion that the malignant tumor has a relatively low 
grade of malignancy is erroneous and was gained 
from the grouping of benign tumors with cancers. 

Leo M. Zimerman, M.D. 


Muir, R.: Paget’s Disease of the Nipple and Its 
Relationships. J. Path. & Bacteriol., 1927, xxx, 
451. 


Muir describes the pathological changes in 
Paget’s disease of the nipple, gives his opinion as to 
their nature and significance, and cites the chief 
theories advanced by others. 

He discusses in detail the changes in the ducts, 
the extension of the condition to the acini, the 
changes in the epidermis, the origin of Paget’s 
cells, the reactive phenomena, and the direct 
spread of the cancer to the epidermis. Five cases 
are reported. Excluding from consideration the 
cases in which the epidermis of the nipple is involved 
by the direct intra-epidermal spread of the cells of 
an ordinary carcinoma infiltrating the underlying 
cutis, Muir draws the following conclusions: 

1. Paget’s disease is the result of the invasion of 
the epidermis of the nipple by tumor cells of glan- 
dular type which reach it from the upper extremities 
of the lactiferous ducts affected by neoplastic dis- 
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ease. These tumor cells constitute the “ Paget cells.” 
Their growth is intra-epidermal. 

2. The invasion of the epidermis leads to reactive 
changes in the underlying connective tissue—in- 
filtration of plasma cells, etc., new formation of 
capillaries, congestion with serous exudate. In 
this way the characteristic appearance of the nipple 
results. Later, the superficial layers of epithelium 
may become destroyed and this process may spread. 

3. The disease of the ducts, which may be called 
an “intraduct carcinoma,” may be said to have a 
low degree of malignancy as it may affect systems 
of ducts and even spread to the acini without break- 
ing through the normal confines. 

4. The growth of the tumor cells is in the first 
instance intra-epithelial, and in the larger ducts and 
sinuses much proliferation may occur before the 
internal lining is broken. 

5. The growth within the ducts or acini may ul- 
timately break through, an ordinary infiltrating 
cancer then resulting. Both Paget’s disease and 
ordinary carcinoma are thus possible sequels of 
intraduct carcinoma. C. Rosrrsuex, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Santee, H. E.: Bilateral Massive Collapse of the 
Lung. Ann. Surg., 1927, |xxxv, 608. 


Santee reports two cases of bilateral massive col- 
lapse of the lung with the autopsy findings. Autopsy 
revealed no obstruction of the bronchi. The micro- 
scopic preparations in both cases showed a tissue 
which it was difficult to recognize as lung, resembling 
that of a solid organ. This appearance was found to 
be due to complete atelectasis of the pulmonary 
alveoli, the epithelial cells of which were closely 
packed together, having lost entirely their normal 
alveolar arrangement. The individual cells were 
swollen, certain of them being obviously hydropic, 
and the cell outlines were rather indistinct. The 
bronchioles were also collapsed for the most part, 
many of them being represented merely by circular 
clumps of cuboidal cells. The capillaries, arterioles, 
and venules, on the other hand, were all uniformly 
dilated and filled with blood which in certain areas 
produced almost an angiomatous appearance. This 
constituted the most characteristic feature of the 
histology of the condition. 

In Santee’s opinion the best explanation of the 
collapse seems to be a reflex disturbance producing 
a constriction in the air passages which probably 
affects the small bronchioles, is not dependent origi- 
nally on infection, and acts on both lungs. 


Archibald, E., and Brown, A. L.: The Dangers of 
Introducing Iodized Oil into the Tracheo- 
bronchial System. J. Am. M. Ass., 1927, |xxxviii, 
1310. 


Besides its manipulative and technical difficulties, 
every method of introducing iodized oil into the 
tracheobronchial tree has certain potential dangers 
such as the danger associated with the anaesthetic 
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used, whether local or general, and the possibility 
of local sepsis and laryngeal oedema. In the use of 
the intercricothyroid route there is the danger of a 
false passage. Bronchoscopic examination has its 
own dangers. In the deglutition method there is the 
possibility that large quantities of the oil may 
reach the stomach. 

Transportation by the oil of infective material 
from the mouth or larynx into the pulmonary al- 
veoli is probably rare, but when it occurs an antisep- 
tic action cannot be expected from the lipiodol. 

The introduction of lipiodol into the tracheo- 
bronchial tree generally excites cough both at the 
time the oil is introduced and after it has reached the 
bronchi of the second order. The cough may in 
turn activate the pathological process already 
present in the lung or cause the spread of the lipiodol 
with infected material into the healthy alveoli, this 
resulting in the rapid development of broncho- 
pneumonia. 

Acting as a foreign substance in the lungs the oil 
may produce cough and reduce the vital capacity 
by causing more or less respiratory embarrassment 
through its action as a plug. Because of its plugging 
action and because it floats, it may cause the reten- 
tion and absorption of purulent secretions in the 
dilated bronchi and alveoli. Through stasis in the 
portion of the bronchial tree distal to the block, it 
may favor the development of a fresh infection. 

Since it is impossible to regulate the dosage of 
iodine administered by the intrabronchial route, 
either as to the amount or the rapidity and duration 
of absorption, such a procedure subjects the patient 
to the possibility of iodism. In the cases of tuber- 
culous patients it may have a sensitizing effect with 
activation of the quiescent disease. It may also add 
an acute process of the respiratory tract to an 
already present pathological process from iodism, 
the smal demain action of iodine, or the projec- 
tion of infected sputum through coughing into 
healthy portions of the lung. 

Emit C. Rosirsurek, M.D. 


Burrell, L. S. T., Edwards, A. T., Martin, G. E., 
Wilkinson, K. D., and Others: Discussion on 
the Treatment of Chronic Non-Tuberculous 
Infection of the Lungs. Proc. Roy. Soc. Med., 
Lond., 1927, xx, 731. 


BurRRELL states that in bronchiectasis the treat- 
ment must depend on the severity of the disease. 
Sometimes the condition is most offensive, but in a 
mild case may cause the patient little, if any, in- 
convenience and the treatment must not expose 
him to greater risk than the condition. The cause 
must be searched for and, if possible, removed. 
Simple measures should be tried first. Drainage 
by posture is often sufficient to cure. Creosote is 
the most beneficial drug and is best given by in- 
halation in a creosote chamber. Artificial pneu- 
mothorax is successful if the disease is unilateral 
and the lung can be collapsed. Usually, however, 
there is too much adhesion of the pleura. 
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Phrenic evulsion has been done when pneumo- 
thorax alone has not been sufficient, and especially 
when there has been considerable adhesion to the 
diaphragm, but in Burrell’s experience this opera- 
tion has not proved of great value. In some cases 
very good results have been obtained from aspirat- 
ing the bronchiectatic cavities and washing them 
out through a bronchoscope. In a few cases Burrell 
has seen excellent results from thoracoplasty, but 
in the majority this treatment has been disappoint- 
ing. Sometimes the condition may be alleviated by 
opening one or more bronchial cavities. Partial 
lobectomy by cautery seems to be a very promising 
operation, but as yet bas been done in relatively 
few cases. In treatment by pneumolysis the lung 
around the diseased area is collapsed by stripping 
the pleura and inserting wax or fat. This procedure 
has not proved very successful. Lobectomy also has 
been done, but is extremely dangerous. 

Acute abscess of the lung often yields to simple 
treatment —rest, hygienic measures, posture, etc. 
If there is no improvement in a month, Burrell advo- 
cates artificial pneumothorax. In one of his cases 
in which artificial pneumothorax failed, the patient 
made a good recovery after partial thoracoplasty. 

Pneumomycosis is regarded by some as a frequent 
complication of chronic pulmonary disease. From 
examination of the sputum in a large number of 
cases, Burrell concluded that the yeast cells so 
often seen come from the mouth and not from the 
bronchi or lung tissue, except in very rare instances. 

Epwarps discusses: (1) chronic simple abscess of 
the lung, (2) chronic bronchiectatic abscess, and (3) 
bronchiectasis. 

Chronic simple abscess consists of a localized 
suppuration in the parenchyma of the lung, not 
communicating at first with a bronchus, and sur- 
rounded by an area of chronically inflamed solid 
lung tissue. No attempt should be made to confirm 
the diagnosis by needle aspiration unless it is 
certain that the pleura are adherent. Because of 
mucosal swelling in the communicating bronchus 
lipiodol rarely enters the cavity. As the condition 
is chronic, it may be inferred that ordinary treat- 
ment has failed and that more radical measures are 
indicated. Artificial pneumothorax may be valuable 
in some cases, but is more beneficial at an earlier 
stage. 

The ideal treatment is pneumotomy, with drain- 
age of the abscess to the exterior. This should be 
done under local or intratracheal anesthesia. 
Because of the swelling of the mucosa of the com- 
municating bronchus, drainage occurring through 
the bronchus is rarely adequate. 

As healing progresses, the larger abscesses give 
rise to considerable fibrosis and often therefore to 
secondary bronchiectasis. In order to complete the 
cure and tq get rid of all expectoration, it will be 
necessary in some cases to perform phrenic evulsion 
to diminish the lung capacity on the affected side. 
_ Unless this is done, thoracoplasty may be required 
later. 


The bronchiectatic abscess is a multilocular 
abscess cavity situated most frequently in the 
lower lobe and communicating with several bronchi. 
Foreign bodies may be the causative factor. These 
cases should all be primarily investigated by the 
bronchoscope to eliminate the presence of a foreign 
body. Continued lavage is satisfactory only in a 
few cases. Pneumotomy has been fairly encouraging 
and accounts for the success of drainage operations 
in some cases described as bronchiectasis. Because 
of adhesions, artificial pneumothorax is not likely 
to prove of much value. However, if the operation 
is properly completed and free drainage of all pock- 
ets is established, gradual obliteration of the cavity 
occurs. Subsequent phrenicotomy or thoracoplasty 
may be required to close the cavity. 

Bronchoscopy should be performed as a routine 
in all cases of bronchiectasis, and if a foreign body 
is found it should be extracted. In bilateral cases 
the scope of surgical treatment is limited and the 
likelihood of benefit is diminished. ‘Two surgical 
measures may be adopted: (1) regular evacuation 
of the dilated bronchi with the bronchoscope, 
followed by the instillation of antiseptic solutions; 
(2) bronchostomy. 

In the past, unilateral cases have been treated by 
the following procedures: 

1. Artificial pneumothorax. Even when com- 
plete, this is likely to be of permanent benefit only 
in the very early stages of the condition. 

2. Drainage through the chest wall. This is very 
unsatisfactory and has been abandoned. 

3. Bronchial lavage by way of the bronchoscope. 
This has proved of more value during the earlier 
stages and in some cases may give rise to consider- 
able improvement, if not cure. 

4. Bronchostomy. This is rarely adequate, but 
in a few cases may result in marked amelioration. 

5. Phrenic avulsion. This generally leads to 
diminution of the sputum or foetor, or both, but 
the author has yet to see it cure an established 
case of bronchiectasis. 

Thoracoplasty, the collapse of the chest wall by 
extrapleural resection of the paravertebral portions 
of the first to the tenth or eleventh ribs, would be 
expected to lead to considerable collapse of the 
underlying lung, but, because of their rigidity, the 
affected areas do not always collapse. Frequently 
when it is possible to collapse cavities in the pe- 
riphery of the lung, those near the hilum remain 
unaffected. 

Edwards has performed pneumectomy with the 
cautery twice and lobectomy once, and _ believes 
they should be done only in carefully selected cases. 

Martin states that the use of the bronchoscope 


in treatment is still in the experimental stages. As . 


many bladder conditions can be treated simply by 
cystoscopy, so also many chest conditions can be 
referred to the endoscopist for treatment, e.g., 
cases of bronchiectasis or lung abscess, for the 
aspiration of the pus lying stagnant in the cavities 
or for lavage or medication of the cavities them- 
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selves. In non-tuberculous diseases of the lungs, 
the bronchoscope is a valuable aid in localizing 
pathological conditions and determining the par- 
ticular bronchus or lobe of the lung that is involved. 
The removal of a foreign body from the lungs in 
these conditions effects a cure of the accompanying 
infection in 90 per cent of the cases. 

Contra-indications to bronchoscopy in the treat- 
ment of diseases of the chest are very few. Recent 
hemorrhages and high fever with its accompanying 
prostration demand postponement of such treat- 
ment. Concurrent severe heart infections may pre- 
clude bronchoscopy as it does any type of opera- 
tion. The patient who shows all the signs of an a- 
cute toxemiais, of course, beyond bronchoscopic aid. 

By the use of the bronchoscope any cavity within 
reach can be sucked entirely dry, and in many cases 
its walls may be collapsed. Bronchoscopic drainage 
is better than natural drainage. 

Incases of circumscribed lung abscess the broncho- 
scope is useful in localization, but the only treat- 
ment is the external operation. 

Martin has examined and treated thirty-one 
cases of bronchiectasis. First, as complete aspira- 
tion as possible was done with the use of a fairly 
strong pump attached to the aspirating broncho- 
scope and a vacuum suction pump on a two-way 
cannula passed through the bronchoscope into the 
cavity. Then, when the cavity had been emptied, 
it was washed out with weak boracic solution and 
dried. In most cases it was afterwards swabbed 
= alcohol. The percentage of cures has not been 
arge. 

Lipiodol injected through the cricothyroid mem- 
brane is broken up into globules by the air draught 
in the trachea, and wherever these globules adhere 
the appearance of a cavity is presented. 

WILKINSON discusses the etiology, diagnosis, and 
treatment of bronchiectasis. He states that, in the 
treatment, three measures seem to give good 
results: (1) postural drainage; (2) creosote inhala- 
tions; and (3) vaccine therapy. 

Car R. Steinke, M.D. 


Holman, E., Chandler, L. R., and Colley, C. L.: 
Experimental Studies in Pulmonary Suppu- 
ration. Surg., Gynec. & Obst., 1927, xliv, 328. 

The authors applied to studies of tuberculous 
infection of the lung the technique which Holman, 
Cutler, Weidlein, Schlueter, and others have re- 
cently used in the production of non-tuberculous 
pulmonary infection, namely, the introduction into 
the jugular vein of small segments of vein made into 
capsules in which were enclosed live human tubercle 
bacilli and a lead shot immersed in paraffin, the 
latter to aid in X-ray localization. 

Marked pathological changes were invariably 
produced. Their extent depended upon the interval of 
time which had elapsed since the introduction of the 
embolus. The changes were, successively, anamia, 
infarction, caseation, central softening, and abscess 
formation. The sequence of events was much 


slower and more constant than that associated with 
pyogenic emboli. 

The effects of pyogenic emboli were most uncer- 
tain. In some of the animals the introduction of a 
pyogenic embolus caused only a local consolidation 
of the lung with early recovery. In others it pro- 
duced a hemorrhagic infarction followed by recov- 
ery or by central softening and abscess formation. 
In still others it caused a massive haemorrhagic con- 
solidation and death. The authors attribute these 
variations to the site of lodgment of the embolus 
and the amount and location of thrombosis caused 
by it. They cite MacCallum’s observation that in- 
farction is more apt to occur when some other 
condition causes a general slowing up of the circula- 
tion of the lung, as in postoperative passive con- 
gestion. 

During the experiments reported the authors 
developed a method for the primary closure of a 
primary bronchus. The most important elements in 
this procedure are the avoidance of trauma and the 
insertion in the peribronchial tissues of a double 
row of inverting sutures. | Jerome R. Heap, M.D. 


Anderson, J. P.: Pneumothorax Treatment of 
Lung Abscess. Ohio State M.J., 1927, xxiii, 291. 


The prognosis of lung abscess has been universally 
poor. Of 110 cases not operated upon which were 
reported by Lord, recovery resulted in 10 per cent, 
partial alleviation in 15 per cent, and death in 75 
per cent. Of the 117 cases in the series which were 
operated upon, recovery resulted in 15.3 per cent, 
partial relief in 18.8 per cent, and death in 47.8 
per cent. Lord gave pneumothorax a very small 
place in his treatment, but Anderson characterizes 
it as a simple and safe procedure which will cure 
some cases and render others better risks for surgical 
procedures. Anderson reports the cases of six 
patients treated by pneumothorax, two of whom 
were completely cured and four of whom were 
greatly benefited and made better risks for opera- 
tion. 

Two of these patients developed valvular pneu- 
mothorax and pyopneumothorax. One was treated 
by surgical drainage and recovered. ‘The other, an 
elderly women with poor resistance, left the hospital 
too soon and could not be followed up; her condi- 
tion was therefore not recognized soon enough and 
terminated fatally. In another case pneumothorax 
was beneficial until the development of pneumonia 
followed by dense adhesions. Surgical drainage was 
then indicated and was successful. One case of 
very large abscess was prepared by pneumothorax 
for thoracoplasty. 

Anderson concludes that palliative treatment 
should be tried first, but if it does not result in 
improvement in a month, some other form of treat- 
ment is necessary. When surgery is contemplated 
the patient’s general condition must be considered. 
The best results are obtained only by close co- 
operation between the internist, surgeon, and 
bronchoscopist. Cuester L. Crean, M.D. 
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(ESOPHAGUS AND MEDIASTINUM 


Kelly, A. B.: Nervous Affections of the sophagus. 
J. Laryngol. & Olol., 1927, xlii, 221. 


The author describes the anatomy of the cesoph- 
agus and the peri-cesophageal nerve distribution. 
He points out that the left side of the esophagus 

rojects beyond the trachea while the right half 
= beneath it and is compressed by it. Because of 
this fact the right half may be more liable to cancer 
than the left half. 

Experimental work has shown that stimulation 
of the peripheral ends of the cut vagi causes con- 
traction over the whole oesophagus with dilatation 
of the cardia, but section of the vagi without stim- 
ulation is followed by dilatation of the oesophagus 
without relaxation of the cardia. The tonic con- 
traction of the autonomous nervous system pro- 
duces spasm. The author illustrates this point 
by roentgenograms of cats anesthetized and fed 
bismuth and milk. He states that the effect of the 
sympathetic nervous system upon the oesophagus is 
not well understood. 

Epi-cesophageal spasm is usually found in middle- 
aged women. It is gradual in onset and progresses 
to the extent that the patient must finally subsist 
on milk and eggs. Choking spells and regurgitation 
often occur. On examination of the mouth and 
pharynx it will be seen that the papilla of the tongue 
have undergone atrophy. Erosions and frequently 
leucoplakia are found. The saliva is scanty and the 
mucuous membrane pale. It is thought by some 
that these affections of the lining of the mouth 
may be the cause rather than the effect of the 
spasm. In examination with the endoscope under 
anesthesia, which, contrary to the teaching of 
Jackson, causes relaxation, a thin smooth constric- 
tion may be seen. ‘This is readily dilated and at 
once assumes its normal lumen. 

The treatment consists in stretching the con- 
stricted cricopharyngeal muscle. The patient is en- 
couraged to believe that she can swallow all types 
of food, and this ability is required before she 
leaves the hospital. The cure is usually permanent. 
If a partial relapse occurs it is easily overcome by the 
passage of a bougie. 

In a discussion of the anatomy of the lower end 
of the oesophagus, the author points out that 
cardiospasm occurs at the hiatal region and not at 
the cardia. The onset of the condition is gradual. 
With the difficulty in swallowing, after meals there 
is a feeling of weight in the epigastrium. The latter 
is relieved by drinking or by regurgitation. Weak- 
ness and anemia develop. Dysphagia is increased 
by fatigue or hurrying at meals. When a bolus of 
food becomes lodged it must be washed down by a 
drink of water or be regurgitated. Many patients 
complain of salivation and epigastric pain of some 
degree. 

The X-ray gives an accurate picture of the process 
of deglutition in cardiospasm. The cesophagus is 
seen to be greatly dilated and the cardia closed. 


After an interval the upper segment seems partially 
constricted and the opaque meal begins to pass 
through the filiform process into the stomach. After 
a long period of time some of the bismuth will be 
seen to remain in the oesophagus, which is markedly 
dilated and of varying shape, depending upon the 
location of greatest dilatation. Such marked dilata- 
tion is not seen in cancer or cicatricial stenosis. 

The author employs a general anesthetic for 
endoscopic examination. This will reveal the dilata- 
tion and the rhythmic widening and narrowing of 
the lumen with occasional relaxation of the cardia. 
The hiatal level has a peculiar appearance. As the 
tube reaches this portion the cardia will forcibly 
contract, but if steady and gentle pressure is 
exerted it will relax after an interval and the tube 
will slip into the stomach. Heightened reflex activity 
was looked for in eighteen patients with cardio- 
spasm, and was found in seventeen, while in thirty 
patients with affections of the oesophagus other than 
cardiospasm it was absent. The author considers 
this an important sign. 

The patient can alleviate the condition by select- 
ing foods such as biscuits, sponge cake, fish, meat, 
eggs, and certain vegetables. Cold liquids seem to 
aggravate the spasm. Various positions of the body 
will aid swallowing. For dilatation the author 
prefers Gottstein’s cardia dilator. Dilatation with 
this instrument is usually followed by improvement 
and sometimes by a cure. 

The author describes the postmortem appearance 
of the oesophagus in detail. Autopsy reveals a 
dilatation and thinning of the walls with thicken- 
ing in places and often ulceration of the mucosa, 
leucoplakia, etc. A case with hypertrophy of the 
cardiac sphincter, pylorus, and ileocwcal valve is 
reported. 

Paralysis of the oesophagus is not uncommon in 
certain diseases involving the nuclei or trunks of 
the vagi. These conditions must be differentiated 
from those in which the trouble lies in the pharyngeal 
muscles of deglutition. Most cases are found 
associated with the toxic neuritis following diph- 
theria. Dysphagia is the most prominent symptom. 
When the food is washed down with water it enters 
the stomach with a peculiar sound. This type of 
disease can be usually traced to some condition of 
the nervous system or of bulbar origin. It can be 
detected on endoscopic examination from the fact 
that the tube passes through the oesophagus without 
any effort. The cesophageal walls are relaxed and 
dilated and the cardiac sphincter can be passed 
without the usual resistance. The author reports 
two cases of botulism in which this condition was 
associated with paralysis of other groups of muscles. 

J. Pickett, M.D. 


Schall, L. A.: The sophagus in Pott’s Disease 
and Scoliosis. Ann. Otol., Rhinol. & Laryngol., 
1927, XXXVi, 57. 

A case in which the author had occasion to re- 
move a chicken bone from the cesophagus of a child 
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with Pott’s disease suggested the question as to the 
removal of a foreign body lodged below the kypho- 
sis. Schall therefore studied the effect of scoliosis 
and kyphosis upon the cesophagus by roentgen 
examinations of forty-five patients with spinal de- 
formity. 

This report is made up chiefly of roentgenograms 
of the cases studied. It was found that in spinal 
deformities the cesophagus tends to maintain its 
normal relation to the anterior surface of the ver- 
tebrz and to follow the curvature of the spine. The 
complete filling of the cesophagus with barium and 
the evident dilatation suggested exaggerated twist- 
ing at the cone of the diaphragm. The author con- 
cludes that a foreign body lodged in the cesophagus 
above the apex of the kyphosis may be reached by 
oral cesophagoscopy, but for the removal of a for- 
eign body lodged below the apex, gastrotomy with 
retrograde cesophagostomy may be necessary. 

Jerome R. Heap, M.D. 


Pokotilo, V.: A Case of Antethoracic @sophago- 
plasty According to the Method of Roux 
Which Was Followed for Three Years (Ein 


Fall von antethorakaler Oesophagusplastik nach 


Roux, 3 Jahre lang verfolgt). Novyj chirurg. arch., 


1926, x, 358. 

On the basis of two cases, in one of which death 
resulted from necrosis of the transplanted loop of 
intestine, the author discusses several questions 
with regard to cesophagoplasty. Most important in 
this operation is the preservation of the intestine 
which is to act as a substitute for the oesophagus. 
This is possible only when the arterial loops in the 
mesentery are situated close to the intestine and, 
after. section of its mesentery, the intestinal loop 
may be raised easily. 

Physiological studies of the newly formed cesoph- 
agus by means of a kymograph three years after the 
operation showed that the transplanted loop main- 
tains its mobility and thereby serves for good 
conveyance of the food. Swallowing is hindered 
somewhat by emotional excitement, but otherwise 
the function is quite easy and complete. 

In conclusion the author states that in cases in 
which the vascular loops in the mesentery are not 
favorably situated, the cesophagoplasty of Roux is 
not suitable and the cesophagus should be formed 
from skin. Atrpov (Z). 
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Morgan, E. A., Rolph, A. H., and Brown, A.: Clin- 
ical Manifestations of an Enlarged Thymus: 
Diagnosis and Treatment. J. Am. M. Ass., 
1927, Ixxxviii, 703. 

The authors have studied fifty-four cases of 
enlarged thymus with special reference to the 
symptoms. 2 

Breath-holding spasms occurred in twenty-nine 
cases. Such attacks come on during a spell of crying. 
The child holds its breath, becomes cyanotic, and 
usually falls to the ground. Transient uncon- 
sciousness may result. 

Syncope occurred in nine cases. As a rule the 
child with syncope is suddenly found unconscious. 
He is usually pale and his respirations are almost 
imperceptible. The attack may last from a few 
minutes to a few hours. 

Cyanosis was observed in eight cases. It was not 
associated with typical breath-holding spasms. In 
three it dated from birth and was persistent. In the 
remaining five it came on in attacks lasting a 
minute or longer. 

Cough occurred in seven cases. It was the principal 
complaint in four and was secondary in three. 

Noisy nasal breathing occurred in six cases. The 
authors cannot explain the relationship of this 
symptom to the thymic enlargement but conclude 
that it is caused by the latter because it ceases under 
X-ray treatment in the thymus. 

Choking attacks occurred in five cases. These 
attacks come on during feeding and suggest the 
aspiration of milk. The child chokes, becomes 
cyanotic, and must be turned over and slapped on 
the back before it recovers. 

Other manifestations of the condition noted were 
typical thymic asthma in three cases, rapid panting 
respiration in four cases, and nervous manifesta- 
tions such as sleeplessness, restlessness, and irri- 
tability, in three cases. Eczema was observed in 
twelve cases. 

The authors discuss briefly the theories regarding 
the function of the thymus, the mechanism of the 
production of symptoms when it is enlarged, and 
the technique and effect of X-ray treatment. 
X-ray treatment resulted in relief of the symptoms 
in 96 per cent of the fifty-four cases reviewed. 
Recurrence of the enlargement and symptoms 
occurred in twelve (22 per cent) and required further 
X-ray treatment. Jerome R. Heap, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Cowell, E. M.: Recent Advances in the Surgery of 
Hernia. Lancet, 1927, ccxii, 478. 


The author divides the history of the hernia 
operation into three periods represented respectively 
by (1) herniotomy, (2) herniorrhaphy, and (3) 
hernioplasty. 

He believes that either an actual or potential 
peritoneal sac exists in all subjects and therefore all 
oblique inguinal herniz are congenital. 

In the ordinary herniorrhaphy, the sutured parts 
do not stay approximated. 

In 1925 the author devised a hernioplastic oper- 
ation for oblique inguinal hernia. In this procedure 
a pedicled flap is prepared from the inner portion 
of oblique aponeurosis and a “slip” from the outer 
portion. The flap is then sutured behind the cord 
or round ligament by means of the ‘‘slip” to 
Poupart’s ligament and above by a thread to 
aponeurotic or fascial tissue. The external oblique 
aponeurosis is closed by thread or free fascial 
sutures. 

In the treatment of a direct hernia, the direct sac 
is converted into an oblique sac by traction on the 
potential oblique sac and the opening is closed as in 
an oblique hernia. 

The operation for femoral hernia is always per- 
formed by the inguinal route. The opening in 
Poupart’s ligament is closed by a pedicled flap 
taken from the lower portion of the external oblique 
muscle. 

Ventral herniw are closed by the use of strips of 
fascia lata. Three- to 4-inch strips are long enough 
if they are attached to a looped thread for sewing. 
A special fascia needle is used. Defects in the abdom- 
inal tissues may be closed by a larger fascial trans- 
plant. 

The chief causes of recurrences are: (1) insuf- 
ficient resection of the sac, (2) defective ligation of 
the sac, (3) the inclusion of sac contents, (4) the 
persistence of a too patent abdominal ring, (5) poor 
closure of the parietes, (6) omental adhesions to the 
line of suture of the sac mouth, and (7) suppuration. 
These are all prevented in the author’s hernioplasty. 

Statistics are given with regard to recurrences. 

Marcus H. Hosart, M.D. 


Morton, C. B.: Peritoneal Absorption: Compari- 
sion Between the Normal and the Inflamed 
Peritoneum. Am. J. M.Sc., 1927, clxxiii, 517. 


The possible difference that might exist between 
the rate of absorption in the normal peritoneum and 
that in the inflamed peritoneum was investigated 
by Morton with the hope of obtaining data of value 
in the treatment of clinical peritonitis. 


In a brief review of the literature attention i: 
called to the more generally accepted conceptions of 
peritoneal absorption. 

In experiments on rabbits and dogs performed by 
the author the animals were catheterized, phenol- 
sulphonephthalein was injected intraperitoneally, 
and the urine then tested for the first appearance 
of the dye. Under properly controlled conditions 
the rate of absorption of the dye was determined in 
normal animals, in those with mechanical peritoni- 
tis, and in those with bacterial peritonitis. 

These experiments on rabbits and dogs showed 
that phenolsulphonephthalein is absorbed at essen- 
tially the same rate from the normal and from the 
inflamed peritoneum, in both mechanical and bac- 
terial peritonitis. However in an adhesive type of 
peritonitis which greatly lessened the peritoneal 
area the rate seemed to be slightly retarded. 

It was further concluded that the presence of 
hypertonic solution of sugar in the peritoneum did 
not retard the absorption of dye in spite of the fact 
that such solutions absorb fluid and increase their 
own volume while they are in the peritoneal cavity. 


GASTRO-INTESTINAL TRACT 


Ivy, A. C.: The Newer Physiology of the Gastro- 
Intestinal Tract. Am. J. M.Sc., 1927, clxxiii, 453. 


The author reviews the known causes and the 
mechanism of the gastric and pancreatic secretory re- 
sponse to the ingestion of food and briefly summarizes 
recent advances in the field of gastro-enterology. 

Gastric secretion may be divided into three phases, 
viz., the cephalic phase, the gastric phase, and the 
intestinal phase. It is well established that the sight, 
taste, and smell of food in the presence of appetite 
cause the secretion of gastric juice. The nervous 
impulses are carried to the stomach by way of the 
vagi. 
In experimental studies it was found that mechan- 
ical distention by means of a rubber balloon placed 
in the pouch of the entire stomach caused secretion 
of the gastric glands after from five to fifteen 
minutes. Meat juice or meat applied directly to the 
gastric mucosa also caused secretion. 

The intestinal phase of gastric secretion is due to 
chemical substances in the food arising from intes- 
tinal digestion and possibly from bacterial action 
in the bowel. 

Undoubtedly several mechanisms are concerned 
in the secretion of gastric juice. They include: 
(1) the secretory nerves, (2) increased blood flow, 
and (3) humoral agents. 

The pancreatic secretory response to a meal can be 
divided into a cephalic and intestinal phase; there is 
no gastric phase. 
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When in recent experimental work done by the 
author the entire tail of the pancreas was transplanted 
into the mammary gland of a dog the transplant 
persisted indefinitely and after a meal secreted as 
much as 6 c.cm. of juice in one hour. A humoral 
mechanism for pancreatic secretion was therefore 
definitely proved because the only way the secre- 
tion could have been established under these cir- 
cumstances was through substances carried to the 
pancreas through the blood stream. Several dif- 
ferent mechanisms must be concerned with the 
pancreatic secretion. 

Recent investigations have proved that the gall 
bladder has the function of bile concentration. It 
probably also plays a réle in the regulation of the 
pressure in the biliary ducts. The most important 
factors controlling the outflow of bile from the gall 
sac and biliary passages are the motility and tonus 
of the duodenum. Joun W. Nuzum, M.D. 


Hurst, A. F.: On So-Called Gastric Hypertonus and 
Gastroptosis and Atonic Dilatation of the 
Stomach. Bril. J. Radiol., 1927, xxxii, 131. 


The author believes that the types of stomach 
commonly diagnosed by roentgenologists as ‘‘ hyper- 
tonic” and as “dropped” are incorrectly named. 
He bases this belief on the following facts: 

The distance between the level of the surface of 
the stomach contents and the diaphragm in the 
erect position as determined roentgenologically, 
which is generally regarded as an accurate gauge of 
the tone of the musculature, is about the same in 
stomachs of the so-called ‘‘hypertonic” types and 
those of the “dropped” variety. ‘The tone is ob- 
viously the same in both. ‘There is no evidence 
in any particular case that the stomach has dropped 
to a level lower than the level it formerly occupied 
in that case when the patient was examined in the 
same position. Gastroptosis is not equivalent to 
hypotonus even though the appearance and position 
of the stomach in the two conditions may be similar. 
Neither the condition of the abdominal muscles nor 
the amount of fat influences the position of the 
stomach as much as is commonly believed, although 
the high stomach is most common in the hyper- 
sthenic type of person and the low stomach most 
common in the asthenic type of person. 

The difference between the two types of stomach 
is best explained by variations from the average 
normal length. If the stomach is short, it assumes 
the diagonal or almost horizontal position of the 
so-called hypertonic stomach, whereas if it is long, 
it assumes the vertical position with the steeply 
ascending pyloric part of the so-called dropped 
stomach. 

The author doubts whether there is such a con- 
dition as “hypertonic stomach.” ‘“Hypotonic stom- 
achs” or atonic dilatations occur, but are usu- 
ally found in association with organic disease. In 
such cases the upper level of the gastric contents 
is lower than usual without any corresponding 
excess of gasin the fundus. In the absence of organic 
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disease such stomachs give rise to symptoms only in 
exceptional cases and in these it is frequently found 
that the duodenum does not drop with the stomach 
in the erect position, as is usually the case, but 
remains fixed. This results in a sharp kink between 
the first and second parts of the duodenum and 
leads to gastric stasis. The symptoms may dis- 
appear when the subject lies down. A case illustrat- 
ing this condition is reported in detail. 
Hartune, M.D. 


McIver, M. A.: Acute Dilatation of the Stomach 
Occurring under General Anesthesia. Ann. 
Surg., 1927, \xxxv, 704. 

The gas responsible for acute dilatation of the 
stomach is atmospheric air. In the anesthetized 
cat, acute dilatation of the stomach can be produced 
by placing in the upper oesophagus a glass cannula 
with a valve that permits the entrance of air but 
blocks its exit. The air is drawn into the upper 
oesophagus by negative pressure in the thorax and 
from there is drawn into the stomach by cesophageal 
peristalsis. 

The immediate systemic effects of dilatation are 
slight. The later effects in cases that are not relieved 
may be serious. It is suggested that many of the 
symptoms are due to severe dehydration. 

Joun J. MAtonry, M.D. 


Hughson, W.: The Effect of Vagus Neurotomy on 
the Pyloric Sphincter: An Experimental 
Study. J. Am. M. Ass., 1927, |xxxviii, 1072. 


In experiments on dogs Hughson found that 
section of the vagus nerves either at the cardia or 
on the anterior and posterior walls of the stomach 
caused a decrease in the normal emptying time of 
the stomach. The presence or absence of sympathet- 
ic fibers in the two types of nerve section did not 
have any effect on the ultimate result. In approx- 
imately one-third of the experiments a slight residue 
remained in the stomach at the end of the active 
period of emptying, and at this time there seemed 
to be a relaxation of the stomach. 

Following section of the vagus trunks or the gas- 
tric branches of the vagus, it was impossible to 
produce a reflex pylorospasm by peritoneal irrita- 
tion. The latter reaction had been found to be con- 
stant in all animals with an intact vagus supply to 
the stomach. The efferent réle of the vagus in the 
visceral reflex involving contraction of the pylorus 
following peritoneal irritation is therefore believed 
to have been established. 

Artuur L. Surerrcer, M.D. 


Bockus, H. L., and Bank, J.: The Value of His- 
tamine as a Test for Gastric Function. Arch. 
Int. Med., 1927, Xxxix, 508. 


The authors make a comparison between ordinary 
fractional gastric analysis and fractional analysis 
following an injection of histamine given simul- 
taneously with the meal. Only 53 per cent of 
stomachs in which achlorhydria was diagnosed after 
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the Rehfuss test failed to secrete gastric juice after 
the injection of histamine. However, in six of 
twenty-one cases the diagnosis of achylia was dis- 
carded following repeated fractional tests. 

Ordinary fractional gastric analysis, including 
enzyme determinations as well as acid titrations, is 
probably a safe method of diagnosing achylia in 
most cases if it is frequently repeated, but in a few 
cases acid or enzyme will not be found by this 
method and there will be a secretory response to 
histamine. In the present state of our knowledge 
the diagnosis of achylia should not be made defin- 
itely without confirmation by the histamine test. 

In cases of hypochlorhydria, the injection of 
histamine caused a definite increase in the acidity 
throughout the period of gastric digestion of the 
Ewald meal. It hastened the appearance of mineral 
acids and prolonged the period of secretion. In 
cases of normal acidity, the injection of histamine 
increased the degree of acidity, but to a less extent 
than in cases of reduced gastric acidity. In cases of 
hyperacidity the stomach did not respond to the 
subcutaneous injection of histamine. 

The authors have found histamine safe and re- 
gard it as of distinct value in the differentiation 
between achylia and achlorhydria or hypochlor- 
hydria. However, they do not believe that the 


injection of histamine with or without a water meal. 


is in any way comparable to the fractional gastric 
analysis as a general test for gastric function. They 
agree with Rehfuss that the fractional method yields 
information as to gastric work, and that a definite 
load must be imposed upon the stomach in order to 
judge its ability to perform its function. As the 
normal physiological load is food, food must be 
used in order to obtain the maximum information 
concerning thesecretory and motor function. In cases 
of low gastric acidity the ordinary fractional gas- 
tric analysis with thé histamine gastric analysis will 
yield more information than either procedure alone. 
Artur L. SHREFFLER, M.D. 


Pannett, C. A.: Gastroduodenal Ulceration. 
Lancet, 1927, ccxii, 966. 

In cases of gastric and duodenal ulceration, sur- 
gery is necessary when a diverticulum can be demon- 
strated by X-ray examination, when serious hem- 
orrhage has occurred, and when the pylorus is 
obstructed. In all other cases, medical treatment 
should be given a trial first. 

For gastric ulcers the author prefers a resection 
of some type. When resection would be associated 
with too great risk or is technically impossible, he 
performs a gastro-enterostomy. 

Pannett prefers resection also for duodenal ulcer, 
but performs a gastro-enterostomy if separation of 
the callous mass would be difficult without injuring 
the pancreatic or bile ducts or an ulcer on the 
anterior wall would render duodenectomy too 
dangerous. é 

In forty-seven gastric resections there were nine 
deaths, a mortality of 4.25 per cent. Of twenty 


patients treated by gastric resection at least eighteen 
— ago, sixteen (18 per cent) are now entirely 
well. 

In thirty-three cases in which partial duodenec- 
tomy was done there were two deaths, a mortality 
of 4 per cent. Of twenty-one patients so treated, 
85 Fog cent are now entirely well. 

f nine patients treated by gastro-enterostomy 
during the same period of time, only 55 per cent 
are now entirely well. Joun W. Nuzvum, M.D. 


Steinberg, M. E.: Stomach Mucosa in Ulcer and in 
Carcinoma: Histological Studies. Arch. Surg., 
1927, XIV, QQI. 

Steinberg calls attention to the fact that the 
stomach has two parts, the pars digestoria and the 
pars egestoria. ‘The pars digestoria, which is the 
largest proximal part of the stomach, makes only 
tonic contractions and is lined by fundus glands 
which are frequently hypertrophic (état mammel- 
onné). The fundus glands, however, are resistant to 
disease. ‘Through the pars egestoria, or distal part, 
pass the active peristaltic waves which propel the 
food into the duodenum. This part is lined by less 
differentiated mucosa which is not as resistant as the 
mucosa of the fundus glands and is most frequently 
subject to the various forms of gastritis. It is also 
in this part of the stomach that ulcers and cancer 
are found. 

The histological examination of twelve stomachs 
resected for ulcer of the duodenum or ulcer of the 
stomach and of eight stomachs resected for cancer 
revealed evidences of gastritis in the mucosa of all. 
This form of gastritis is characterized by islands of 
intestine-like mucosa, areas of dark-stained epi- 
thelium with evidences of regeneration and glands 
with numerous branching alveoli lined with a light- 
staining cuboidal epithelium (pseudo-pyloric glands 
of Stoerk), and an increase in the size and number 
of lymph follicles and other lymphoid elements. 
Defects in the mucosa, erosions, and small micro- 
scopic ulcers are frequently encountered. 

The changes are limited chiefly to the distal part 
of the stomach in the area of distribution of the py- 
loric glands. The mucosa of the fundus displays a 
form of hyperplasia and hypertrophy with an in- 
crease in the size and number of parietal cells de- 
scribed as état mammelonné. Contrary to the 
opinions and descriptions found in textbooks on 
pathology, état mammelonné is limited to the 


fundus mucosa and is not an inflammatory process. 


The evidence of gastritis was more pronounced 
in specimens resected for cancer. Gastritis, ulcer, 
and cancer are found most frequently in the area of 
distribution of the pyloric glands. The area of 
distribution of the fundus glands is seldom the site 
of disease. The fundus glands are more differen- 
tiated and more resistant to pathological change 
than the pyloric glands. 

The limitation of the various gastric diseases to 
the distal part of the stomach, in the area of dis- 
tribution of the pyloric glands, should be of interest 
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SURGERY OF THE ABDOMEN 


andimportance in relation to thesurgical prophylaxis 
and surgical therapeutics of cancer and ulcer. 
Morris H. Kaun, M.D. 


MacCarty, W. C.: Chronic Ulcer and Carcinoma of 
the Stomach. Am. J. M.Sc., 1927, clxxiii, 466. 


This article was written to correct widespread 
misunderstanding of the author’s conclusions arising 
from the improper interpretation of the statements 
made in previous articles by him. Quotations from 
the previous publications are used in part. 

In this report of a pathological study of 967 
gastric ulcers and 1,353 gastric carcinomata removed 
surgically at the Mayo Clinic to date, the author 
makes the following generalizations: 

1. Single and multiple chronic ulcerations of the 
stomach occur. 

2. Of the multiple chronic ulcerations, one may 
be carcinomatcus and the rest simple. 

3. Chronic ulcers, whether simple or carcinom- 
atous, vary greatly in size, shape, and form. Asa 
rule, most chronic gastric ulcers larger than 2.5 
cm. also show carcinoma. In an earlier series, here 
cited, microscepic examinations indicated that, of 
all the malignant cases examined, from 60 to 70 
per cent gave evidence of having developed in the 
mucous membrane border of the chronic, simple 
ulcers. No statement of the number of ulcers 
becoming carcinomatous is considered possible. 

4. The smallest gastric carcinomata have been 
seen in the borders of simple chronic ulcers and not 
in the base. Whenever carcinoma has been found in 
the base it has always been found in the borders 
(mucosa). The reverse is not always the case. 

5. In fresh, unfixed tissue, the cells of the gastric 
gland tubules in the borders of ulcerative lesions 
sometimes appear nermal. In other ulcerative lesions 
the cells are swollen, more granular, and indistin- 
guishable structurally from the malignant cell, but 
are found only within the lumen of the gland. These 
latter are not considered malignant, but are under 
suspicion, and ulcers showing this type of cell should 
be widely excised. Only when the cells of the gastric 
glands have left the lumen of the gland and have 
invaded the surrounding tissue are they considered 
malignant. 

6. The relative frequency of resected carcinoma 
to resected or excised chronic ulcer has changed as a 
result of the fact that surgeons and clinicians of 
experience are convinced of the impossibility of 
differentiating early carcinoma from simple gastric 
ulcer by clinical means, including roentgenoscopy. 
This is leading to more frequent exploration of 
gastric lesions for diagnosis, with the result that, 
when first seen, carcinomata are smaller and more 
amenable to surgery than in the past. 


Masson, J. C., and Simon, H. E.: Multiple Perfo- 
rated Gastric Ulcers, Case Report and Review 
of the Literature. Minnesota Med., 1927, x, 289. 


‘The occurrence of a single perforation from gas- 
tric ulcer is not uncommon, but the association of 
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two or more such perforations is unusual. In a 
review of the literature thirty-two authentic cases 
were found. The authors report a case from the 
Mayo Clinic. The patient was a boy 18 years of 
age. At operation, two symmetrically placed perfo- 
rations were found on opposite walls of the stomach. 
Closure of these perforations was followed by 
recovery. 

In two of the cases reported in the literature there 
were more than two perforations. Seventy-two per 
cent of the patients were under the age of 30 years, 
and 76 per cent were females. 

The symptoms resulting from multiple perfora- 
tions do not differ from those of a single perforation. 
The treatment is always surgical. It is essential that 
both of the perforations be found and closed. In 
eighteen of the cases reported there had been an 
abdominal exploration, but in only four were both 
perforations closed. The Mayo Clinic case was the 
only one in which the perforations were situated on 
opposite walls of the stomach and were both found 
and closed. 

Multiple perforations may occur in a single ulcer, 
in two unrelated ulcers, or in two symmetrically 
placed ulcers. The last type is the most common. 


Lewisohn, R., and Ginzburg, L.: The Relation of 
Postoperative Achlorhydria to the Cure of Gas- 
tric and Duodenal Ulcers. Surg., Gynec. & Obst., 
1927, xliv, 344. 

At the present time there is increasing agreement 
among surgeons that gastric ulcers should be re- 
moved by excision with or without an added gastro- 
enterostomy or by partial gastrectomy, but the 
generally preferred method of operative treatment 
for duodenal ulcer is still gastro-enterostomy. 

A review made by the authors of the cases of 
pyloric and duodenal ulcer in which gastro-enteros- 
tomy was performed in the period from 1915 to 
1920 on the surgical service of Berg in the Mt. Sinai 
Hospital, New York, showed that only 50 per cent 
of the patients were cured and that 34 per cent 
developed a gastrojejunal ulcer, the most serious 
complication following gastro-enterostomy. This 
incidence of gastrojejunal ulcer is much higher than 
the incidence usually reported, but in the authors’ 
opinion it is not fair to include in the statistics only 
the cases which came to re-operation, as has been 
done by various surgeons. To do so gives an erro- 
neous impression of the frequency of the lesion. The 
authors believe that 5 per cent, the incidence of 
gastrojejunal ulcer usually given in the literature, 
is much too low. 

Since the substitution of partial or subtotal gas- 
trectomy for gastro-enterostomy in the surgical 
treatment of duodenal ulcers, in the authors’ cases 
the percentage of cures has been raised from 50 to go. 

The excellence of the results following partial or 
subtotal gastrectomy seems to be due to the estab- 
lishment in most cases of an immediate and per- 
manent achlorhydria. No medical procedure can 
establish permanent achlorhydria, for as soon as 
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medical treatment is stopped the previous acid 
values are re-established. 

The difference in the reduction of acid values fol- 
lowing resection of the stomach as compared with 
gastro-enterostomy with or without excision of the 
ulcer was most striking. Achlorhydria was found in 
77 per cent of the cases of partial or subtotal gas- 
trectomy but in only 3 per cent of those of gastro- 
enterostomy. 

The acid-producing glands are situated in the 
fundus and the body of the stomach, but the hormone 
which activates these glands is produced in the an- 
trum. The destruction of the hormone explains the 
marked drop in the acidity following partial gas- 
trectomy. Complete absence of free hydrochloric 
acid in the gastric contents does not seem to inter- 
fere with health. Pernicious anamia developing as a 
sequel to partial or subtotal gastrectomy for gastric 
or duodenal ulcer has never been observed. In 
achlorhydria, free hydrochloric acid is absent, while 
in achylia gastrica both free and combined hydro- 
chloric acid are absent. In the cases reviewed by the 
authors, gastric ferments were present in normal 
quantity in 15 per cent, absent in 35 per cent, and 
decreased in 50 per cent. 

Ina partial or subtotal gastrectomy it is advisable 
to remove the pylorus and about to cm. of the lesser 
curvature. Achlorhydria follows subtotal gastrec- 
tomy for gastric ulcer more constantly than it fol- 
lows resections for duodenal ulcer. No doubt this 
is due to the fact that in gastric ulcer the line of 
resection must be carried high up in order to escape 
inflammatory tissue and secure a safe closure of the 
upper end of the stomach, while in duodenal ulcer a 
greater portion of the stomach is apt to be left. ‘The 
Billroth II method is used exclusively because in this 
procedure the line of anastomosis does not have to be 
made so near the pylorus and therefore a suflicient 
amount of the stomach is removed to insure achlor- 
hydria. 

Simple pylorectomy does not produce achlor- 
hydria. Pylorectomized patients are subject to 
gastrojejunal ulcers just as frequently as those 
treated by gastro-enterostomy. Gastrojejunal ulcer 
has never been observed in a patient with complete 
absence of free hydrochloric acid. 

-artial or subtotal gastrectomy has been adopted 
by the authors as the routine surgical treatment of 
gastric and duodenal ulcer because in a large per- 
centage of cases the more conservative surgical 
measures such as gastro-enterostomy and pylorec- 
tomy do not produce satisfactory end-results. 

Cyrit J. M.D. 


Loevenhart, A. S., and Crandall, L. A.: Calcium 
Carbonate in the Treatment of the Gastric 
Hyperacidity Syndrome and in Gastric and 
Duodenal Ulcer. J. Am. M. Ass., 1927, Ixxxviii, 
1557- 

To relieve’ the pain commonly experienced in 
gastric or duodenal ulcer and to promote healing of 
the ulcer, alkalies are used. The ideal antacid is 


insoluble, non-irritating to the stomach and 
intestines, and neutral in aqueous suspension, but 
capable of neutralizing acid. It does not unduly 
alter the acid-base equilibrium of the body, and 
when taken in any reasonable amount it will not 
alkalize the urine with the attendant danger of 
precipitating phosphates in crystalline form in the 
kidney or ureter. It will not cause diarrhoea or con- 
stipation or any serious alteration of the mineral 
metabolism. 

The authors discuss the most commonly used 
alkalies. Sodium bicarbonate is soluble in water and 
irritating in high concentrations. It is absorbed 
when taken in excess, and produces alkalosis. It 
alkalizes the urine and occasionally causes the pre- 
cipitation of phosphates in crystalline form in the 
urine in the pelvis of the kidney, the ureter, or the 
bladder. From the point of view of prolonged relief 
of the pain of ulcer it is certainly not the drug of 
choice since after its administration the acidity of 
the gastric contents soon returns to the previous 
level with a return of the pain. 

Magnesium hydroxide and carbonate have the 
advantage over sodium bicarbonate of low solu- 
bility. Their great disadvantage is their irritating 
effect on the intestine and their consequent cathar- 
tic action. Irritability of the colon is very common- 
ly associated with ulcer, and it is difficult to deter- 
mine how much of the discomfort is due to the 
stomach and how much to the colon. 

Bismuth subcarbonate and bismuth subnitrate 
are not antacids. They are merely inert insoluble 
powders. Of the two, the subcarbonate is the drug 
of choice because in its use there is no danger of 
nitrite formation with a possible deleterious action. 
These drugs are sometimes used to protect ulcerated 
surfaces. 

Calcium carbonate administered alone is the ideal 
antacid for the following reasons: When suspended 
in water it is neutral in reaction. It is therefore only 
a “potential” alkali, but it neutralizes the gastric 
acid, forming calcium chloride and carbon dioxide. 
It can be given almost ad libitum. If an excess is 
taken, it passes out in the faces. It apparently has 
no effect on the activity of the bowel except that, if 
taken in excess, it increases the bulk of the stool. 
When taken in excess it will coat over ulcerated 
areas and in this manner may protect these areas 
from the action of irritants. The authors have deter- 
mined that 1 gm. of calcium carbonate will neutral- 
ize the average basal secretion for seven hours or 
neutralize the maximum basal secretion for one 
hour and forty minutes. 

An additional reason for the use of calcium car- 
bonate in the gastric hyperacidity syndrome and in 
gastric and duodenal ulcer is that it causes minimal 
disturbance of the acid-base equilibrium of the 
body and of the mineral metabolism. It is best 
used in the form of compressed tablets which dis- 
integrate readily and contain a very small amount 
of a carminative, such as oil of cinnamon. 

Jacos S. Grove, M.D. 
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Stenbuck, J. B.: Causes of Death Following Opera- 
tions for Perforated Gastric and Duodenal 
Ulcers. Ann. Surg., 1927, Ixxxv, 713. 

It is the general impression that the important 
factors determining the outcome of the perforation 
of a gastric or duodenal ulcer are, first, the length of 
time elapsing between the rupture of the ulcer and 
operative interference; second, the proximity of 
the time of perforation to the ingestion of food and 
the degree of soiling of the peritoneal cavity; and 
third, the rapidity with which the operation is 
performed. 

The author lists as other factors of considerable 
importance the patient’s age, the type of operative 
procedure (whether simple closure or closure with 
the addition of gastro-enterostomy), the repair on 
the part of the omentum, the size of the perforation, 
the amount of gastric and duodenal contents spilled, 
the presence or absence of organic disease (chronic 
cardiovascular, renal, or pulmonary disease), and 
alcoholism. 

This report is based upon a study of eighty-eight 
cases observed and operated upon at the Mt. Sinai 
Hospital, New York. 

Deaths occurring within three days after the 
operation are due almost entirely to shock. Of the 
sixteen patients who died of shock, twelve were 50 
years of age or older. Patients with shock do not 
recuperate from the operation and are desperately 
sick until death. 

Patients dying from generalized peritonitis re- 
cover from the operation and operative shock and 
seem to be progressing well for several days before 
the appearance of the signs of peritonitis. Usually 
the younger patients succumb to this condition. In 
the cases reviewed only two of the seven patients 
dying from peritonitis were over 50 years of age. 

Subphrenic or liver abscess is another condition 
that may cause death. In the author’s opinion, 
most subphrenic abscesses are liver abscesses that 
have perforated. Liver abscess may be caused by 
infection carried by the portal vein or by direct 
extension or due to suppurative cholangeitis. In 
the cases reviewed there were only two deaths from 
this condition. 

In the total number of eighty-eight cases reviewed 
there were twenty-seven deaths, a mortality of 31 
per cent. Joun J. Matonry, M.D. 


Balfour, D. C., and Henderson, E. F.: Benign 
Tumors of the Stomach. Ann. Surg., 1927, |xxxv, 
354- 


The authors review a series of fifty-eight cases of 
benign tumor of the stomach which have come to 
operation at the Mayo Clinic up to the present time. 
Thirty-five of the patients were males. The average 
age was 46 years; the youngest patient was 8 years 
old and the oldest 69 years. Sixty-nine per cent of 
the tumors were in the pylorus, 26 per cent in the 
body of the stomach, and 5 per cent in the cardia. 

The tumors varied in size from 5 mm. to one 
weighing 1,000 gm., a dermoid cyst filling the lesser 
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peritoneal cavity. In forty-five of the fifty-eight 
cases the tumors were single, and in thirteen, 
including the four cases of polyposis, they were 
multiple. Malignant degeneration was found in 
only two of the tumors, one a polyp and the other a 
pedunculated adenoma. Ulceration could be demon- 
strated in 17 per cent. 

The most frequent and the most important sign of 
benign tumor of the stomach was anawmia. This was 
usually of the secondary type, but in some long- 
standing cases it had progressed to a point suggestive 
of the primary type. In a number of cases gross 
hemorrhage resulted in acute secondary anamia. 
Pyloric obstruction, usually intermittent, occurred 
in 10 per cent of the cases. The tumors were usually 
attached to the posterior wall and, either because of 
a long pedicle or a redundant mucosa, could be 
invaginated through the pyloric orifice. A careful 
consideration of the type of indigestion found in 
these cases did not reveal any group of signs and 
symptoms on which a diagnosis of benign tumor 
could be made. 

The only physical findings suggestive of benign 
tumor occurred in cases in which the tumor was 
large enough to be palpated. ‘This was possible in 
only eight, but in none of these was a clinical diag- 
nosis of benign tumor made independently of the 
roentgenological examination. ‘The differential 
diagnosis was dependent almost entirely on fluoros- 
cepic examination. Seventy-five per cent of the 
patients had been examined with the roentgen-ray. 
In 92 6 per cent of these the roentgenogram revealed 
the lesion, and in 48 per cent the lesion was reported 
to be a benign tumor 

In six cases of fibro-adenomatous polyps in which 
there was no associated disease the chief sign was 
anemia. In five, the anemia was marked, the 
haemoglobin in one case being reduced to 32 per 
cent and the erythrocyte count to 1,480,000. The 
blood findings in three of the cases were suggestive 
of pernicious anwmia. In one case the color index 
was 1+, the hands and feet were numb, and a diag- 
nosis of early combined sclerosis was made. Fol- 
lowing the removal of multiple polyps in this case 
the symptoms disappeared and the blood findings 
improved. 

In all six of the cases of polyps uncomplicated by 
other disease no free hydrochloric acid was found. 
This was additional confusing evidence, particularly 
in the differentiation of pernicious anemia, gastric 
carcinoma, and benign tumor. In five of the six cases 
the polyps were pedunculated. One polyp which 
was near the pylorus had become invaginated 7.5 
cm. into the duodenum. Ancther was shown to have 
undergone malignant degeneration. In five of the 
six cases in which anemia was associated with the 
polyps a pre-operative diagnosis was made from the 
roentgenogram. In one case the roentgenogram 
was negative and when the polyp was excised it 
measured only 11 by 8 mm. 

One patient who had an adenoma of the stomach 
also showed a severe degree of anemia and had been 
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treated for pernicious anemia. A blood examination 
at the Clinic showed the hamoglobin to be 27 per 
cent and the erythrocyte count 3,080,000., Five of 
the group of myomata, fibromata, and similar tumors 
were responsible for varying degrees of obstruction, 
and one which was 5 cm. in diameter had herniated 
through into the duodenum for a distance of 12.5 
cm., producing an intussusception. One tumor which 
was 3 cm. in diameter was also pedunculated and 
had herniated through the pylorus. One which was 
only 1.5 cm. in diameter produced almost complete 
obstruction. The outstanding features of the group 
of four hemangiomata were the previous occur- 
rence of melwna in three cases and of severe hama- 
temesis in one. One case of polyposis was associated 
with glossitis and had been diagnosed as pernicious 
anemia at the Clinic nine months before polyposis 
was diagnosed. In three of the four cases in this 
group there was absence of free hydrochloric acid. 
In two of the cases nearly the entire area of the 
stomach was involved. One dermoid cyst weighing 
1,000 gm. was removed with a portion of the pos- 
terior wall of the stomach. 

In the fifty-eight cases of benign tumor of the 
stomach encountered at operation the tumor was 
removed in fifty-seven, and exploration alone was 
carried out in one case, a case of polyposis involving 
the whole stomach. ‘The situation of the tumor 
determined the best method of approach. The 
procedure used most frequently was transgastric 
excision through an incision in the anterior wall and 
division of the pedicle with the cautery. In the 
larger tumors the possibility of malignant degenera- 
tion made partial gastrectomy advisable. 

In the cases of uncomplicated benign tumors 
there was no operative mortality. In a case in which 
the primary condition was carcinoma of the stomach, 
death from bronchopneumonia occurred six days 
after the operation. 


Moore, A. B.: Lesions Roentgenologically Simulat- 
ing Gastric Cancer. Am. J. Surg., 1927, ii, 234. 


In the X-ray examination of the stomach the 
greater danger is not that the roentgenologist will 
overlook gastric cancer but that he will mistake some 
other condition for cancer. In cancer, the filling- 
defect is constant in situation, usually irregular in 
outline, and sharply delineated. It persists unchanged 
after manipulation or after the giving of anti- 
spasmodics, and if it is in a region accessible to pal- 
pation, it corresponds to a palpable mass. If any one 
of these characteristics is lacking the diagnosis of 
cancer is open to doubt. 

Gas in the colon is a well-known cause of defects 
along the greater curvature. In such cases no mass 
can be felt and the transparent loop of bowel is 
visible. Deformity of the stomach caused by pres- 
sure against the spine is deceptive if a diagnosis is 
attempted on the basis of films alone. Advanced 
pregnancy and free fluid or a large tumor in the 
abdomen may distort the stomach. Diaphragmatic 
hernia of the stomach may produce hour-glass 


deformity simulating that of cancer. Gastrospasm 
gives rise to annoying simulants. When gastrospasm 
is suspected a second examination should be made 
after the administration of belladonna to full effect. 

Extragastric tumors may deform the stomach, 
but in such cases the rug are preserved whereas 
in cancer they are obliterated. Benign new growths 
produce central defects which are likely to be rounded 
and are often multiple. Syphilis of the stomach 
imitates cancer, but the general condition is usually 
good and the patient is apt to be under the cancer 
age. 


Balfour, D. C.: The Technique of Partial Gastrec- 
tomy for Cancer of the Stomach. Surg., Gynec. 
& Obst., 1927, xliv, 659. 

The author discusses the various types of partial 
gastrectomy for cancer of the stomach. These 
procedures are of two types: one, which is usually 
called a modification of the Billroth I method, 
and the other a modification of the Billroth II 
method. 

The safety of operation for cancer depends partly 
on the selection of the patients for operation, but a 
selection based on operative risk will not accom- 
plish the greatest good for the greatest number. 
The fundamental principle in the surgical treatment 
of cancer of the stomach is that every patient is 
entitled to an exploration unless the disease can be 
proved incurable otherwise. This means that unless 
metastasis can be demonstrated or unless the fluoro- 
scope reveals such definite involvement of the 
cardia that both the experienced roentgenologist 
and the clinician realize that the lesion is irremov- 
able, exploration should be carried out. The ob- 
servance of such a principle frequently results 
in resection of the growth when the patient is in 
extremely serious condition. 

The safety of partial gastrectomy for cancer of 
the stomach does not depend alone on the manner 
in which the operation is performed. Since many of 
the patients are poor surgical risks, no effort should 
be spared to get them in the best possible condition 
for operation. Such a progressive disease does not 
permit prolonged efiorts to improve the general 
condition, but most gratifying results follow proper 
pre-operative measures carried out for a reasonable 
length of time, especially if retention is a complica- 
tion. 

Patients with retention should be sent to a hos- 
pital and treated by lavage of the stomach and 
the administration of fluids until the dehydration 
has been compensated. By this routine, extraor- 
dinary improvement has been effected in a few days 
and the mortality has been definitely lowered. It 
is possible that patients with marked anemia are 
benefited by transfusion, although it is difficult to 
bring about any pronounced change in the hamo- 
globin percentage. 

Regional block anesthesia of the abdominal wall, 
induced as a routine procedure, will permit the 
performance of a considerable part of the opera- 
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tion without general anesthesia. When the latter 
becomes necessary, it need not be deep or pro- 
longed. Lavage is carried out preliminary to the 
operation, and about half an hour before, 14 gr. 
of morphine and 1/150 gr. of atropine are given. 
Exploration can then be satisfactorily carried out, 
and if resection is found possible an ethylene- 
oxygen-ether combination may be administered. In 
some respects this is the safest anesthetic for such 
cases. 

A thorough exploration should be made, particu- 
larly of the pelvic peritoneum and liver. Usually 
examination of the stomach and the adjacent lymph 
nodes promptly reveals whether or not resection is 
advisable. It cannot be too frequently emphasized 
that fixation of the tumor and extensive enlarge- 
ment of the lymph nodes do not necessarily mean 
that the disease is inoperable or incurable; such 
conditions may be due to inflammatory processes. 
In fact, some of the most striking cures have been 
obtained in this type of case. Although operations 
for extensive and incurable cancer are to be decried, 
it is probable that, until better methods of surgery 
are devised for the cure of cancer, unreasonable 
attempts to remove the growth will be made in 
advanced cases simply because removal offers the 
only possible chance of cure. Resection of the growth 
is occasionally permissible for palliation only, that 
is, when it is known that metastasis exists. Some- 
times extremely large tumors which from every 
point of view appear to be irremovable are found 
to be suitable for resection and their removal re- 
sults in a cure. This is true particularly of the 
colloid type of cancer in which the disease is sharply 
demarcated. If resection appears to be indicated, 
the details of the operation are carried out accord- 
ing to various methods. 

The author describes the technique of partial 
gastrectomy, particularly extensive resection in 
which gastro-intestinal continuity is restored by 
end-to-side gastrojejunostomy with entero-anas- 
tomosis. 

During 1926, partial gastrectomy was performed 
120 times in the Mayo Clinic for malignant disease 
of the stomach. There were nine deaths, a mor- 
tality rate of 7.5 per cent. 


Maclean, N. J.: Some Problems in Intestinal 
Surgery. J.-Lancet, 1927, xlvii, 217. 

Maclean states that no revolutionary changes 
have been made in abdominal surgery since the 
days of Lister. Multiple stage resection of the 
intestines was advocated by Smith in 1897. The 
two-stage colectomy for carcinoma of the sigmoid 
was popularized by Mikulicz. 

Many pathological lesions call for resection of the 
large or small bowel. Associated with these lesions 
there is an obstruction of varying degree. Resection 
of the intestine is followed by temporary ileus at 
the site of anastomosis. These conditions have a 
direct influence upon the surgical prognosis. Intes- 
tinal cases may be grouped as follows: 
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A. Acute obstructive lesions: 

1. Small bowel: (a) kinks and strangulations, 
relatively common; neoplasms, relatively 
rare. 

2. Large bowel: (a) twists and strangulations, 
relatively rare; (b) neoplasms, relatively 
common. 

B. Chronic obstructive lesions: 

1. Small bowel, relatively rare. 

2. Large bowel, relatively common. 

C. Non-obstructive lesions: 

1. Small bowel: (a) ulcerations, perforations; 
(b) early neoplasms. 

2. Large bowel: (a) ulcerations, perforations, 
etc.; (b) neoplasms in early stages. 

The early stages of acute intestinal obstruction 
from mechanical causes demand immediate lapa- 
rotomy. Between the early and the late stages the 
problem becomes more involved. The distended 
intestine should be drained by a glass tube, or an 
enterostomy should be performed to eliminate the 
gas and toxic material. In all except very early 
cases an enterostomy should be done in addition 
to the use of other measures to relieve the obstruc- 
tion. In the late stages of obstruction in either the 
large or the small bowel, drainage proximal to the 
obstructing lesion is essential. Occasionally, explo- 
ration may be delayed until the distention has been 
relieved. 

Late obstruction of the small bowel should be 
relieved by enterostomy under local anzsthesia 
through a muscle-splitting incision high on the left 
side (jejunostomy). Obstruction in the right colon 
is best relieved by ileostomy. 

Cancer is the surgical problem of the colon. In 
nine of every ten cases of colonic obstruction the 
condition is due to carcinoma. In the treatment of 
obstructive growths of the colon, drainage pre- 
liminary to resection is a fundamental principle. 
A debatable point in the surgery of the colon is the 
advisability of performing the operation in one or 
two stages. The author believes that a two-stage 
operation gives the best prognosis as it is associated 
with less shock than immediate resection, prevents 
soiling of the peritoneum, eliminates the possibility 
of a leak with resulting peritonitis, affords early 
drainage of the proximal bowel, and has a lower 
mortality. Joun W. Nuzum, M.D. 


Coleman, E. P.: The Use of Hypertonic Saline 
Solution in Acute Intestinal Obstruction. J. 
Am. M. Ass., 1927, \xxxviii, 1060. 


Coleman reports upon thirty-eight cases of acute 
intestinal obstruction seen by him in a period of six 
years beginning January, 1921—twenty cases in 
the first three years and eighteen in the second 
three years. In December, 1923, Coleman heard 
Orr read a paper on experimental intestinal obstruc- 
tion in the dog. Orr concluded that the fall in blood 
chlorides which generally occurs in this condition is 
closely associated with the toxemia which is the 
cause of death, and that the use of hypertonic 
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salt solution intravenously or subcutaneously is of 
great value as it causes the blood chlorides to 
return to normal and seems also to combat the 
toxemia. 

In Coleman’s first series of twenty cases, which 
were treated before Orr’s report, the operative 
mortality was 50 per cent. In the second series of 
eighteen cases, in which hypertonic salt solution 
was employed, the operative mortality was reduced 
to 11.1 per cent. Coleman therefore concludes that 
the free use of hypertonic salt solution is effective in 
neutralizing the toxemia of intestinal obstruction. 
It enables the toxic patient to recover from the 
operation, whereas without it he would be quite 
apt to become more toxic and die within a few hours 
after relief of the obstruction. 

Artuur L. Surerrcer, M.D. 


Wilkie, D. P. D.: Chronic Duodenal Ileus. Am. J. 
M.Sc., 1927, clxxiii, 643. 

Any abnormality of the mesentery and any 
factor which allows an undue drag on the mesen- 
tery may lead to duodenal compression. Chronic 
inflammatory fibrous thickening of the root of the 
mesentery, tuberculous adenitis, and progressive or 
retrograde infiltration of the mesenteric pedicle by 
malignant disease are causes of chronic duodenal 
ileus. Whatever the obstructive factor, dilatation 
of the first three parts of the duodenum is the strik- 
ing feature of the condition. The pylorus is almost 
always widely patent and the stomach dilated. 
There may be coincident ulceration of the stomach 
or duodenum. 

The symptoms are not clear cut and may be 
confused with those of other conditions occurring 
in the epigastric region. On physical examination, 
the stomach is found to be low and often dilated and 
splashing, and definite epigastric fullness may be 
visible. 

Four hours after a barium meal, a fairly charac- 
teristic roentgen-ray picture shows a saucer-like 
residue in the dilated first and third portions of the 
duodenum. 

Duodenal ileus is most liable to be confused with a 
gall-bladder condition or gastric or duodenal ulcer. 

In the common type of the condition in which 
visceroptosis is the primary cause, conservative and 
postural treatment will relieve or cure a consider- 
able number of cases and postural treatment is of 
great benefit. In operative cases, duodenojeju- 
nostomy is the operation of choice. In the cases in 
which the duodenum was found at operation to be 
obviously constructed by some more or less gross 
anatomical abnormality or pathological process in 
the root of the mesentery, the results of a short- 
circuiting operation were excellent. When the duo- 
denum was found dilated, but no very obvious 
cause was visible, the results of the short-circuiting 
operation Were most uncertain. 

Dilatation of the duodenum may apparently be 
present without any detectable mechanical ob- 
' struction. In such cases the drainage operation is 


relatively ineffective. In visceroptotic persons with 
signs of duodenal ileus, postoperative physical and 
especially postural treatment is essential for com- 
plete and lasting relief. Herman H. Huser, M.D. 


Winkelbauer, A.: Studies on the Prevention of 
Postoperative Peptic Ulcer (Studien ueber die 
Verhuetung des Ulcus pepticum postoperativum). 
Arch. f. klin. Chir.,1926, cxliii, 649. 

A postoperative jejunal ulcer cannot be produced 
merely by acidification of the lower sections of the 
intestine. If the hydrochloric acid has anything to 
do with the genesis of the lesion, its réle must not 
be overestimated. 

The exclusion of the duodenum as it is done in the 
Billroth Il method probably carries with it certain 
dangers which may be explained by the fact that 
the duodenum is an important regulating center 
for the secretion of bile and pancreatic juice. ‘The 
portion of the duodenum lying caudad to the papilla 
of Vater is more resistant to the formation of ulcers. 
Whereas, in experiments on dogs, major exclusion 
of the duodenum and anastomosis of the jejunum 
almost invariably leads to the formation of ulcer, 
the latter can be prevented when, the other experi- 
mental conditions remaining constant, this portion 
of the duodenum is used for the anastomosis. 

In the development of peptic ulcer of the jejunum 
the musculature of the intestinal wall is involved. 
The findings of Kreidl indicate that if this is re- 
moved no ulcer will result even under conditions 
which would otherwise produce such a lesion. The 
application of the Kreidl method of removing the 
musculature has served to a certain extent to 
explain the réle of the musculature. Experiments 
show that the formation of ulcer may be prevented 
by the prevention of spasms. Efforts must now be 
directed toward a practical application of this 
knowledge—to the inhibition of spasm at the threat- 
ened sites. The technique described by Kreidl 
appears to be impracticable in clinical cases be- 
cause of the different anatomical relationships in 
man, but it opens up the prospect of a method of 
promise. RAESCHKE (Z). 


D’Allaines, F. G., and Lecéne, P.: Two Cases of 
Volvulus of the Pelvic Colon Treated by Imme- 
diate Resection (Deux cas de volvulus du célon 
pelvien traités par la résection immédiate). Bull. 
et mém. Soc. nat. de chir., 1927, liii, 357. 

This is the report of two cases of typical volvulus 
of the sigmoid colon treated by the Mikulicz-Paul 
operation. One patient died of acute obstruction 
of the small bowel three months after closure of 
the colostomy and apparent cure. At operation for 


relief of the obstruction it was found that the small | 


intestine had become adherent to the base of the 
mesocolon which was the site of a fibroplastic 
inflammation. The other patient made an entirely 
normal recovery. 

In the discussion of these cases attention is 
called to the frequency of inflammatory changes in 
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the mesentery at the site of the torsion and to the 
fact-that adhesion of the small intestine at this 
point has been frequently observed. The supe- 
riority of the Mikulicz operation over immediate 
anastomosis especially for volvulus, is emphasized. 
ALBERT F. De Groat, M.D. 


Kantor, J. L.: Colon Studies: IV. The Roentgen 
Diagnosis of Colitis (The Irritable Colon). Am. 
J. Roentgenol., 1927, xvii, 405. 

Crane, A. W.: A Roentgenological Sign of Mucous 
Colitis. Am. J. Roentgenol., 1927, xvii, 416. 


KANTOR uses the term “‘colitis”’ to describe abnor- 
mal irritability of the colon. This may have an 
organic basis such as infection and ulceration or 
may be a purely transient functional phenomenon. 
During roentgen-ray examination it is readily 
recognized, and whenit is limited its location becomes 
apparent immediately. 

If possible, the colon should be studied following 
both a barium meal and a barium enema. More 
information is obtained with the barium meal than 
with the enema. The nine-hour observation period 
is best. Changes are noted in both the motor func- 
tion and the form of the colon. The characteristic 
effect on the motor mechanism is to hasten the time 
of transit of the colonic contents. Usually the 
barium reaches the splenic flexure in six hours and 
the rectum in nine hours. In twenty-four hours the 
colon is empty. Another fairly constant finding is 
stasis in the terminal ileum due to spasm of the ileo- 
cecal sphincter. 

The haustra become irregular in size, shape, and 
spacing, or may disappear entirely. Localized areas 
of irritability may produce thin streaks, broader 
bands (feathering), or even pseudo-filling defects. 
The presence of gas and mucus is also of diagnostic 
value. With the enema, the most dependable signs 
are very rapid filling, a narrow lumen with deep- 
cutting haustration, and the discomfort caused by 
a small enema. 

CRANE points out that mucous colitis, while 
manifesting itself in the colon, is primarily a disease 
of the nervous system. Its importance lies in the 
fact that it is a cause of abdominal pain. As a cause 
of abdominal pain it ranks fifth after: (1) the dys- 
pepsias, (2) peptic ulcer, (3) chronic appendicitis, 
and (4) gall stones. 

In many of his cases of mucous colitis, Crane has 
noted a long slender opaque cord, usually in the left 
colon. To this he has given the name “string sign.” 
It has been most frequently noted twenty-four hours 
after the ingestion of the barium. A string connect- 
ing two parts of a normally filled colon may be con- 
sidered diagnostic if the portion of the colon occupied 
by the string can be shown at some other time to 
have a normal contour and caliber. This sign seems 
to be a product of three factors: (1) the peculiar 
mucoid material of mucous colitis, (2) spasticity of a 
considerable portion of the colon, and (3) some sort 
of peristaltic effort, which gives length and thinness 
to the string. Cuar.es H. Heacock, M.D. 


Jones, D. F.: Carcinoma of the Rectum. J. Mis- 
souri State M. Ass., 1927, Xxiv, 179. 

About 12 per cent of all carcinomata occur in 
the intestinal tract, and of intestinal carcinomata, 
65 per cent occur in the rectum. Improvement in 
the results of treatment depends upon early recog- 
nition of the condition and early operation. The 
author believes that many of the symptoms of 
rectal cancer mentioned in the textbooks are far 
advanced symptoms. The only early signs are a 
change in the normal bowel habit and the presence 
of blood in the stools. Hzmorrhoids, polypi, fis- 
sures, and ulcerative colitis must be ruled out. 

Cancer of the rectum occurs most often between 
the fiftieth and sixtieth years of age, but of 913 
patients with this condition, three were under 18 
years of age and thirty-two were under 30 years. 

Weight loss, pencil- or ribbon-shaped stools, and 
alternating periods of constipation and diarrhoea 
are usually late symptoms and have little value in 
the diagnosis. 

Blood in the stool or a change in the patient’s 
bowel habit or sensations should always lead to a 
digital and proctoscopic examination. ‘These pro- 
cedures will establish the diagnosis of rectal cancer. 
An X-ray examination is unnecessary. 

Miles’ work on the lymphatic involvement in 
cancer of the rectum determined the type of opera- 
tion best suited for the removal of cancer of the rectum 
anatomically. The abdominoperineal operation is 
anatomically ideal. It is performed usually in two 
stages and permits removal of the higher growths. 
For the poor risk, the author employs the two- 
stage operation of Lockhart Mummery. In most of 
the difficult operations a permanent colostomy is 
necessary. This is often a great inconvenience to all 
concerned, especially the patient. Restoration of 
the continuity of the bowel is a poor operation and 
is invariably followed by early recurrence. A colos- 
tomy gives the best possible chance for life and a 
permanent cure. The attention given by the 

atient to the condition of his bowels is far more 
important than any type of special colostomy. 
Radium treatment has proved very disappointing 
in cancer of the rectum. 

The author compares his results in a series of 178 


‘combined abdominoperineal operations with those 


of the more recent posterior excision operation of 
Lockhart Mummery and those obtained in St. 
Mark’s Hospital, London. In Jones’ cases the 
operability was 65 per cent and the mortality 23 
per cent, the percentage of three-year cures (deaths 
excluded) was 69, and the percentage of five-year 
cures (deaths excluded) 52 per cent. 
Joun W. Nuzum, M.D. 


Brindley, G. V.: The Cautery Excision of the 
Cancerous Rectum. South. M.J., 1927, xx, 240. 


In the Scott and White Hospital, Temple, Texas, 
the use of the cautery has been gradually extended. 

The operation for cancer of the rectum is performed 
in two stages. The first stage is a colostomy with 


252 INTERNATIONAL ABSTRACT OF SURGERY 


abdominal exploration. A few days later the second 
operation is performed under transsacral block. The 
cautery is used throughout except for the removal 
of the sacrum which is done with bone-biting 
forceps. 

The author has used this method in nine cases. 
He has found that the operation can be performed 
with ease and dispatch and a surprisingly small 
amount of hemorrhage. A line of cleavage seems 
to be obtained more readily than in other proce- 
dures, and because of the small amount of hemor- 
hage the field is better visualized. The consequently 
more accurate dissection makes possible the removal 
of more extensive growths with less shock and a 
lower mortality. The chief advantages of the pro- 
cedure, however, are that it decreases the chances of 
recurrence and increases the percentage of per- 
manent cures. Pau W. Sweet, M.D. 


Castellani, A.: Pruritus Ani and Pruritus Vulvz of 
Fungal Origin. New Orleans M. & S. J., 1927, 
Ixxix, 625. 

Pruritus of the anus and vulva of fungal origin 
is a distinct clinical entity of fairly common occur- 
rence. It is caused usually by the fungi of the genus 
epidermophyton. This is the same organism which 
causes the ordinary pruritus inguinalis and inter- 
digitalis pedum. 

The symptoms are those of a severe pruritus 
recurring at intervals. Inspection of the anoperineal 
region may reveal nothing at all except signs of 
scratching, but usually on careful examination, 
minute red, slightly raised, infiltrated patches may 
be seen. 

The diagnosis of fungal pruritus ani or vulve 
cannot be made definitely unless the spidermophyton 
or trichophyton fungi are found with the micro- 
scope. Bacteria also are present as a rule and no 
doubt play a part in the production of a secondary 
dermatitis. Yeast-like fungi may be present, but 
do not produce a pruritus. Abundant bacterial 
se may make it very difficult to isolate the typical 

ungi. 

The course of the condition is chronic. Periods 
of great improvement and apparent cure may alter- 
nate with periods of severe recrudescence. 

Uncomplicated cases are best treated with an 
ointment made of sulphur and salicylic acid. It is 
sometimes necessary to add phenol. In some cases 
chrysarobin has produced striking results. For 
chronic cases X-ray treatment is recommended. 

Cyrit J. M.D. 


LIVER, GALL BLADDER, PANCREAS 
AND SPLEEN 


Carrére, J.: Studies of the Physiopathology of 

the Biliary Passages (Estudios de fisio-patologia de 

las vias biliares). Arch. argent. de enferm. d. apar. di- 
gest., 1926, ii, 161. 

This article is based upon both experimental and 

clinical studies of the physiopathology of the biliary 


passages and contains three excellent illustrations. 
The author concludes that alimentary stimulation 
of the biliary system acts reflexly and that the 
point of origin of the stimuli is in the duodenal 
mucosa. That these reflexes act directly upon the 
biliary system is best demonstrated by the visible 
evacuation of the gall bladder made possible by the 
use of tetra-iodophenolphthalein. The effect of 
these reflexes upon the excretion of bile may be 
determined also by the use of the duodenal tube. 

When the same substances are employed in the 
same dosage, uniform reflexes are produced. In 
this way it has been possible to determine the vesic- 
ular rhythm following the use of a concentrated 
glucose solution. When substances of different 
kinds and in different quantities are used and when 
they act over a longer period of time there is no 
rhythm and there may be either evacuation or com- 
plete filling of the gall bladder, depending strictly 
upon the kind and the amount of alimentation. 
When glucose solution is used there is a functional 
relationship between biliary function and glycogenic 
function. 

The author suggests that in the study of gall- 
bladder function concentrated solutions of glucose 
be employed and the customary magnesium sulphate 
solution be discarded. Tetra-iodophenolphthalein 
should then be used to obtain accurate data on the 
emptying time of the gall bladder, and the duodenal 
tube employed for the physical, chemical, and 
bacteriological study of the bile. 

R. Meeker, M.D. 


Heyd, C. G., Killian, J. A., and Klemperer, P.: 
The Pathogenesis of Jaundice. Surg., Gynec. & 
Obst., 1927, xliv, 489. 

The normal bilirubin content of the blood is 
about 1 part of bilirubin to from 400,000 to 600,000 
parts of blood serum. This may be raised to 1 part 
in 40,000 parts of blood serum before jaundice 
occurs. 

Jaundice may develop following intrahepatic or 
extrahepatic obstruction of the biliary passages, 
degeneration or dysfunction of hepatic cells, or 
the excessive production of bilirubin by the reticulo- 
endothelial cell system, particularly the reticular 
cells of the spleen and the Kupffer cells of the liver. 
Bilirubin may be formed by the cells of the reticulo- 
endothelial system without any activity upon the 
part of the liver parenchyma. Bile salts, however, 
are the specific product of the liver parenchyma, 
and the production of bilirubin together with bile 
salts is a function limited to the liver. Therefore the 
presence of bile pigments in the tissues and body 
fluids in association with bile salts indicates mechan- 
ical obstruction of the bile ducts or dysfunction of 
the liver cells with or without obstruction. 


As these two types of jaundice are essentially . 


hepatic forms, it follows that the presence of bili- 
rubin in the tissues and body fluids without the 
presence of bile salts—a dissociated jaundice— 
indicates a pure pigmentary accumulation, a 
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bilirubinemia. This form of jaundice is the result 
of the activity of the reticulo-endothelial cell 
system —the spleen and Kupffer’s cells of the liver. 
It is therefore necessary to distinguish two entirely 
different types of jaundice: (1) a jaundice due to 
bilirubin plus bile salts, and (2) a jaundice due to 
bilirubin alone. 

The van den Bergh test is a means of deter- 
mining which type of jaundice is present. The 
immediate reaction is attributed to bile which has 
passed through the polygonal liver cells, and the 
delayed reaction to bile formed independently of 
the liver cells. It has been shown that bilirubin is 
formed by Kupffer’s cells in the liver and the 
reticular cells of the spleen and not by the hepatic 
cell itself. 

Theoretically, jaundice may arise from obstruc- 
tion of the outlet of the bile capillaries after the 
changed bilirubin has passed through the polygonal 
cells of the liver or it may occur by reason of absorp- 
tion into the vascular capillaries or lymphatics of 
the liver and into the general circulation of bilirubin 
that has not passed through the polygonal cells. 
The former would be the elimination of an altered 
bilirubin with bile salts and subsequent absorption 
from obstruction, and the latter the absorption of 
un unaltered bile pigment without bile salts. This 
conception explains the two reactions of van den 
Bergh’s test. 

It seems possible, therefore, to predicate two 
different kinds of bilirubin. It appears that there is 
some bilirubin in the blood stream at all times. 
A portion of this is removed by the liver cells and 
excreted in the bile. This bilirubin is possibly of no 
use to the organism and represents a waste prod- 
uct in the process of excretion, for by its concen- 
tration or some slight change in its chemical charac- 
ter it gives the direct reaction of van den Bergh. 
The remaining moiety is evidently a useful product 
conserved by the organism and therefore not with- 
drawn from the blood stream by the liver cells. It 
is dissimilar from the other in concentration or 
chemistry and ordinarily gives the indirect reaction 
of van den Bergh. 

The bilirubin that occurs in frank obstructive 
jaundice or in disease of the liver cells has a renal 
threshold of 1:40,000, whereas the bilirubin of 
hemolytic jaundice has a much higher threshold 
of renal elimination and does not appear in the 
urine as a bilirubinuria. 

The intensity of jaundice is revealed best by a 
determination of the icterus index of the blood 
serum by the method of Stetten. As this is a 
measure of only the degree of the jaundice, it must 
be combined with van den Bergh’s test to deter- 
mine the type of the jaundice. 

The authors have found that the cholesterol 
content of the blood is increased in obstructive 
jaundice, whereas it is unchanged in jaundice of 
the hemolytic type. 

Acute catarrhal jaundice, the jaundice of pneu- 
monia, acute articular rheumatism, sepsis, and 


pronounced toxic conditions is of a systemic nature 
and induces functional or organic change in the 
liver cells. Pernicious anemia and icterus neona- 
torum are types of latent hamolytic jaundice. In 
complete obstructive jaundice there can be no 
reabsorption of urobilin from the intestine and hence 
urobilin does not appear in the urine. When the 
obstruction is only partial, some of the bile is 
delivered into the intestinal tract and the occurrence 
of any slight functional disturbance of the liver cells 
permits the delivery of urobilin into the systemic 
circulation and its subsequent appearance in the 
urine. J. Pickert, M.D. 


Chandler, L. R., and Newell, R. R.: Cholecystog- 
raphy and Pathological Changes in the Gall 
Bladder: Correlation as Observed in a Study of 
Fifty Consecutive Cases. J. Am. M.Ass., 1927, 
Ixxxviii, 1550. 

The authors review a series of fifty cases in which 
cholecystograms were made and operation was per- 
formed. In all, there was clinical evidence of 
cholecystitis or stones. 

Correlation of the operative findings with the 
cholecystographic diagnosis seemed to show that a 
normal cholecystogram does not necessarily mean 
a normal gall bladder; that failure of the gall 
bladder to become visible after the intravenous 
administration of the dye may occur when the 
mucosa is nearly normal and gall stones are absent; 
that smoothness or irregularity of the gall-bladder 
shadow does not correlate very well with the 
absence or presence of gall-bladder adhesions; and 
that failure of the gall bladder to empty after a 
fatty meal is probably a sign of gall-bladder disease. 

Jacos S. Grove, M.D. 


Jones, N. W., and Joyce, T. M.: Further Remarks on 
Infection of the Gall Bladder in Relation to 
Chronic (Pernicious?) Anemia. Am. J. M.Sc., 
1927, clxxiii, 526. 

In an article written three years ago on infection 
of the gall bladder in relation to pernicious anemia, 
the authors discussed thirteen cases of chronic 
anwmia with some or all of the characteristics of 
idiopathic progressive anemia and with chronic 
infection of the gall bladder. The purpose of this 
report is to summarize the subsequent history of 
those patients upon whom a cholecystectomy was 
performed and to add to the series nine new cases, 
five of which are placed in the borderline group of 
pernicious anemia and four of which are considered 
cases of true pernicious anemia. 

In all of these cases the typical blood picture of 
various grades of chronic pernicious anwmia was 
present, along with such physical signs as lemon 
tinting of the skin, weakness, glossitis, and paras- 
thesia. The diagnosis of gall-bladder disease was 
based upon roentgenological findings and verified 
by the pathologist at the time of operation. 

An attempt was made to cause chronic anamia 
in dogs by producing a chronic infection of the 
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biliary tract by means of organisms obtained cul- 
turally from the gall bladders and livers of some of 
the patients, but the results were negative. 

The authors believe that there is a definite 
relationship between infection of the biliary tract 
and pernicious anemia—not that the former is 
merely a focus of infection, but that there is a 
special infection operating in a special way from a 
special site. It is not impossible that such an infec- 
tion may cause anemia through changes in the 
cholestercl content of the bile. 

In cases of definite pernicious anemia the clinical 
symptoms improve for a time following cholecystec- 
tomy, but the pernicious type of the biood does not 
disappear. In mild cases, or those of the borderline 
group, the improvement is more pronounced, and in 
five of the seven cases reported has thus far been 
permanent. Of all the symptoms the anemia has 
been the last to disappear. There has been no return 
of previous relapses. Complete recovery in marked 
cases may be hindered by irreparable damage of the 
hematopoietic centers of the bone marrow. 

The article is concluded with the following state- 
ments: 

1. Inevery case of pernicious anemia with which 
we have personally worked during the time of this 
study, a chronic infection of the gall bladder has been 
positively demonstrated. 

2. A small group of cases, which resembled mild 
pernicious anemia possessed the same type of 
biliary infection, and upon its removal the patients 
were restored to fairly normal health. 

Marsua_t Davison, M.D. 


Mueller, W.: Report of a Case of Acute Chole- 
cystitis in a Child 4 Years of Age (Eine Beobach- 
tung von akuter Cholezystitis bei einem 4-jaehrigen 
Kinde). Zentralbl. f. Chir., 1926, liii, 3092. 


Cholecystitis is rare in children. Statistics show 
that when it does occur in the child the inflammation 
is more often associated with stone formation than 
not. Mueller reports the case of a boy 4 years of 
age who was suddenly seized with abdominal pain 
and twelve days later had another attack of severe 
pain in the right side of the abdomen associated with 
vomiting and pain in both knees and tibia and the 
right arm. Only when the patient was under 
anesthesia was it possible to feel a longitudinal 
area of resistance extending from the costal arch 
down to a finger’s breadth below the umbilicus. 

Laparotomy revealed a yellowish serous exudate 
in the abdominal cavity, a healthy appendix, and a 
tensely distended gall bladder. The gall bladder 
was removed. Its contents were sterile. Histological 
eximination showed acute suppurative cholecys- 
titis. PLENz (Z). 


Spurling, R. G., and Whitaker, L. R.: End-Results 
of Cholecystostomy as Shown by the Chole- 
cystogram. Surg., Gynec. & Obst., 1927, xliv, 463. 

In the investigation reported in this article 
cholecystograms were made following the intra- 


venous injection of sodium tetra-iodophenolphtha- 
lein in twelve cases in which the gall bladder had 
been drained from twenty-five days to nineteen 
years previously. In none of the twelve cases was 
the gall bladder found normal. Four showed a 
recurrence of calculi and two a marked thickening 
and sclerosis of the organ. In six cases not operated 
upon the cholecystograms showed evidence of 
biliary disease by a shadow abnormally faint or 
abnormally large or the absence of contraction of 
the organ following the ingestion of food. 

Experimental work on dogs was done by the 
authors to determine what part of the pathological 
process is responsible for alterations in the chole- 
cystogram. In five dogs the gall bladder was 
opened and curetted. In two of these it was then 
drained with a rubber catheter, and in the three 
others it was closed. In a sixth the entire mucous 
membrane was removed by blunt dissection and the 
gall bladder closed. Beginning forty-eight hours 
after the operation, cholecystograms were made of 
all six animals every two or three days for a week 
or more and at longer intervals over a period of a 
month. 

The first shadow was noted four days later and 
disappeared two hours after the ingestion of a meal 
rich in fat although it did not become appreciably 
smaller during the emptying. At necropsy, the gall 
bladder was found somewhat shrunken and the 
mucous membrane showed fibrosis with mononu- 
clear infiltration of the submucosa. In one case a 
month elapsed before a positive cystogram was ob- 
tained and at cholecystectomy the gall bladder was 
found in a mass of adhesions and its wall was between 
2 and 3 mm. thick. In the cases of the two animals 
whose gall bladders were drained, shadows appeared 
after the tubes had sloughed out at the end of seven 
days. In the case of the animal in which the mucosa 
was removed no positive cystogram was obtained 
at any time. 

Slight mechanical injury to the wall of the gall 
bladder delays the emptying after the ingestion of 
food. In severe injury causing fibrosis the inhi- 
bition is marked. 

The authors conclude that drainage of a diseased 
gall bladder with the expectation that it will regain 
its normal function is not only futile but endangers 
the patient’s health. Cuester L. Crean, M.D. 


Trautmann, M., Robbins, H. J., and Stewart, C. C.: 
An Experimental Study of the Operation of 
Cholecystenterostomy. Surg., Gynec. & Obst., 
1927, xliv, 612. 

In a series of dogs subjected to cholecystogas- 
trostomy and cholecystenterostomy the stoma 
was found patent at least fifteen weeks, and in one 
case, fifty weeks, after the operation. In every case 
in which the opening was patent, food passed into 
the gall bladder, and in several instances it entered 
the cystic duct. Only once was it found in one of the 
hepatic ducts. In one animal with a large stoma, 
barium was demonstrated roentgenologically in 
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the gall bladder and ducts after the feeding of a 
barium meal. No gross evidence of infection of the 
liver was seen at necropsy on these animals, but in 
61 per cent the gall bladder and common duct 
showed evidence of infection. The inflammation 
was usually of a low grade and apparently was not 
harmful to the animal. Lro M. Zimmerman, M.D. 


Elman, R., and McCaughan, J. M.: On the Collec- 
tion of the Entire External Secretion of the 
Pancreas under Sterile Conditions, and the 
Fatal Effect of Total Loss of Pancreatic Juice. 
J. Exper. Med., 1927, xlv, 561. 


The general objection to all open fistula for the 
collection of pancreatic juice is the impossibility of 
obtaining sterile secretions thereby. As infection 
leads to marked alteration of the properties of pan- 
creatic juice, the authors adapted for the collection 
of this juice the method of Rous and McMaster for 
the collection of bile under sterile conditions. 

After dissection of the head of the pancreas from 
the duodenum a cannula was placed in the severed 
end of the pancreatic duct and another in the gall 
bladder. The two cannula were then connected 
with rubber tubing in which a T was placed so that, 
with the opening or closing of the petcock, the pan- 
creatic juice could be either collected in a sterile bag 
or allowed to return to the intestine through the 
gall bladder. 

When obstruction or infection did not occur, the 
secretion continued to flow profusely, and after from 
five to eight days the animals died with marked 
asthenia. The secretion was odorless, slightly opal- 
escent, and decidedly alkaline, and in quantity 
seemed to bear no relation to food taking. The 
prompt restoration of moribund animals to prac- 
tically normal when the secretion was returned to 
the duodenum suggests that the pancreatic juice 
contains a substance which is necessary to life. 

Grorce A. CoLiett, M.D. 


Krumbhaar, E. B.: The Incidence and Nature of 
Splenic Neoplasms: With a Report on Forty 
Recent Cases. Ann. Clin. Med., 1927, v, 833. 


In 6,500 autopsies performed at the Philadelphia 
General Hospital during the past six years, forty 
neoplasms of the spleen were encountered in a total 
of 930 primary and 1,234 secondary tumors. Of 
these forty splenic neoplasms, six were primary and 
thirty-four were secondary (0.64 and 2.7 per cent 
respectively of the total number of primary and 
secondary tumors). Two of the primary tumors 
were benign (angiomata) and four were sarcomata 
(one a lymphosarcoma). Of the thirty-four second- 
ary tumors, twelve were sarcomata, one was a 
myeloma, and twenty-one were carcinomata. Of 
the secondary carcinomata, seven were primary in 
the breast; five, in the stomach; three, in the pan- 
creas; two, in the prostate; and one each in the 
cesophagus, appendix, lip, and penis. 

The relative rarity of splenic neoplasms is ac- 
counted for in part by the antagonism supposedly 
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existing between splenic tissue and tumors. The 
non-infrequent finding in the spleen of tumor cells 
in sinuses but not as metastases in the pulp, and 
the discovery of circumscribed fibrous nodules 
(fibrosed metastases?) in persons with cancer who 
show no signs of tuberculosis, syphilis, or the causes 
of arterial thrombosis, suggest that the spleen is 
peculiarly antagonistic to malignant tumors. The 
rarity of splenic metastases has been attributed also 
to such factors as the limitation of lymphatics to 
the subcapsular region, the sharp angle of the origin 
of the splenic artery, and the effect of splenic pulsa- 
tion in preventing the lodgment of metastatic cells. 

In none of the cases reviewed did the splenic 
neoplasm cause noticeable symptoms. Therefore 
the condition was not diagnosed or treated. 

For primary tumors, excision is obviously the 
proper treatment. Not infrequently it has been 
followed by an apparent cure. For secondary 
tumors, palliative measures are indicated. 

STANLEY J. SEEGER, M.D. 


MISCELLANEOUS 


Fraser, J.:_ The Involuntary Nervous System in 
Relation to Abdominal Disease. Surg., Gynec. & 
Obst., 1927, xliv, 289. 

Disturbances of the hollow abdominal viscera 
may be due to errors of the involuntary nervous sys- 
tem of the organs affected. The involuntary nervous 
system is usually divided by the physiologist and 
anatomist into the sympathetic and the parasym- 
pathetic systems. These two systems present both 
an anatomical and a physiological difference, and 
their respective functions are sharply contrasted 
throughout. 

In certain parts of the enteric system, a single 
type of supply, either sympathetic or parasym- 
pathetic, is provided. The functions of the two 
divisions are antagonistic, but in health the ordi- 
nated action of the two types of function is very 
carefully balanced. This is especially noticeable in 
the sphincters of the alimentary tract. 

The oesophagus and cardiac portion of the stomach 
are supplied by the parasympathetic system, while 
the pyloric half of the stomach is supplied by the 
sympathetic system. From the pylorus onward as 
far as the ileocwcal region there is a combined 
distribution of sympathetic and parasympathetic 
elements. The large intestine up to the pelvic colon 
has a purely sympathetic distribution, while the 
rectum has a combined supply. The pylorus, the 
ileocecal juncture, and the lower part of the large 
bowel are the areas where the two types of supply 
meet or overlap. 

There are four types of derangement of nor- 
mal enteric functions: (1) abnormal contraction 
(spasm); (2) persistence of contraction (achalasia) ; 
(3) exertion of inhibition on relaxation (atony); (4) 
an irregularity of co-ordination between contrac- 
tion and relaxation (arrhythmia). There are certain 
local muscular hypertrophies of an obscure origin, 
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apparently neither inflammatory or neoplastic, 
which affect local segments of the intestinal tract, 
usually in the sphincteric regions. 

In congenital hypertrophic pyloric stenosis there 
is no actual obstruction of the pylorus and the hyper- 
trophy does not affect the circular fibers of the true 
sphincter. It is possible that the hypertrophy is the 
result of constantly recurring over-action. The tend- 
ency toward hypertrophy as the result of repeated 
forceful contractions is well marked in involuntary 
muscle. It is significant that this change occurs at a 
situation in which a pure parasympathetic nerve 
supply merges with a mixed parasympathetic and 
sympathetic supply. 

Hypertrophy of the lower ileum in the ileocwcal 
region is similar in pathology and origin to congen- 
ital hypertrophy of the pylorus and, like the latter, 
occurs where a parasympathetic nerve distribution 
ends and a sympathetic supply is continued. 

It is believed that in congenital hypertrophy of 
the colon (Hirschsprung’s disease), hypertrophy of 
the muscular coat and dilatation of the colon canal 
are the original and primary features. This condi- 
tion is similar to those already discussed and also 
occurs in a situation where a sympathetic nerve 
supply comes in contact with a parasympathetic dis- 
tribution. 

Thus, in the early months of life there may be highly 
distinctive derangements of the smooth muscle of 
the alimentary tract which are characterized by 
hypertrophy but under certain conditions eventually 
undergo restoration to normal. 

While the destructive feature of involuntary nerve 
derangement in the early weeks and months of life 
is localized hypertrophy, derangements of a later 
period are characterized by exaggeration of the 
normal function of the muscular coats, the function 
of peristalsis. Consequently, during a period which 
extends from the sixth month to the end of the second 
year, intussusceptions, the result of an excessive and 


misguided peristalsis, occur. Under certain condi- 
tions, possibly due to some dietetic error, a true 
peristaltic wave may advance at a very rapid rate. 
This is called the “ peristaltic rush” and is evidently 
the factor inducing the intussusception. As long as 
inhibition precedes contraction no harm results, but 
when the wave reaches the lower end of the ileum, 
an area in which a new type of nerve supply is 
encountered, the preceding phase of inhibition is not 
transmitted, the result being that the strong con- 
traction of the peristaltic rush carries a circular area 
of the gut into the distal segment as an invagination 
and the intussusception begins. The peristaltic rush 
is not followed by intussusception unless the ileo- 
cxcal segment is provided with a loose mesenteric 
attachment. While the laxity of the attachment 
offers a mechanical explanation of the migration, 
there is probably a further influence which concerns 
the nerve supply of the bowel. 

The etiology and patholgy of the disorders of 
adult life are not well understood. Spasms, acha- 
lasia, and atonies give rise to symptoms, but they 
seldom leave a pathological condition which can be 
demonstrated at postmortem examination. Spasms 
of the c#cum and pylorus may closely simulate 
appendicitis and gastric and duodenal disease. 

C. J. M.D. 


Christopher, F.: Subphrenic Abscess. //linois M. 
J., 1927, i, 

This article reports a case of subphrenic abscess 
following appendectomy. Drainage of the abscess 
through the right tenth rib in the axillary line was 
followed by recovery. The author reviews the litera- 
ture of subphrenic abscess and calls attention to 
the observation made by Capps and Coleman in 
1922 that stimulation of the central portion of the 
diaphragm produces pain sharply limited to a point 
somewhere along the trapezius ridge in the neck. 

Marcus H. Hosart, M.D. 
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Schauffler, G. C.: Prolapse of the Female Genitalia. 
Northwest Med., 1927, xxvi, 227. 


Argument regarding the relative importance of 
the fibrous as opposed to the voluntary muscular 
supporting structure of the pelvic organs is futile. 
The action of both is constantly interdependent. 
Of the fibrous supports, the true lateral ligaments or 
Colles’ ligaments are especially important. It can 
be shown by dissection that the uterus will be 
supported in the cadaver if all other supporting 
structures are destroyed. The true utero-sacral 
ligaments are deep condensations of fascia carrying 
the uterine artery as it crosses the ureter. These 
should not be confused with the folds of serous 
peritoneum called by this name and used in the 
surgical correction of retroversion. The term lig- 
ament is not exactly applicable to the so-called 
ligaments of the pelvis which are simple condensa- 
tions or thickenings of ensheathing layers of fascia. 

The bodies of the pubococcygeal muscles are 
bound together centrally by fibrous raphé and 
have no true muscular continuity in the midline. 
The perineal body is fibrous in nature but binds 
for efficient action three groups of voluntary mus- 
cles. Hence its rupture is of two-fold importance 
in the mechanism of prolapse. As supporting 
structures the real value of the round ligaments, 
broad ligaments, meso-ovarium and mesosalpinx, 
consists in their action as guy ropes, helping to main- 
tain the normal anteversion. The author calls 
these ‘‘secondary supports.” 

The great mechanical advantage of the normal 
anteverted position consists in the diversion 
posteriorly of all forces tending to cause descensus, 
the uterus being pushed posteriorly and against the 
rectum and perineum rather than into the axis of 
the vagina, as in the position of retroversion. The 
ante- or retrocession of the cervix is an important 
factor in the tendency of the fundus to tip forward 
or back. In the normal position the levators are 
able to act as —— in the direction of their 
maximum contractile force. 

Cystocele is occasionally due to a demonstrable 
tear of the vesicovaginal fascia but more often to a 
generalized relaxation. Pressure of the head on the 
undilated cervix is a frequent cause of this accident 
while delivery with a distended bladder is also an 
important factor in its production. 

Ordinary rectocele is due to laceration or stretch- 
ing of the structures of the perineum and of the 
lower rectovaginal septum. It should be dis- 
tinguished from high rectocele which is due to 
injury to the rectovaginal plate and is unaffected 
by the ordinary type of perineorrhaphy. 


Palliative treatment is seldom successful, but if 
used, should be carefully planned on clearly rational 
indications. Withthe advent of local anesthesia and 
the intelligent use of the vaginal route for operative 
work, the number of advanced inoperable cases 
should be reduced to a minimum. 

Several operations are discussed, including the 
Watkins, the Baldy, the Webster, and the Coffey, 
the attempt in all being to restore as nearly as 
possible the original anatomical relations. Peri- 
neorrhaphy in particular is, an attempt to restore 
the correct anatomical relations. The Watkins- 
Wertheim interposition operation, while not ana- 
tomically correct, has been found very successful. 
The many operative failures seen in these cases 
emphasize the importance of careful study of each 
case. 


Neill, W., Jr.: The Treatment of 
Adolescent Bleeding with Radium. Am. J. 
Roentgenol., 1927, xvii, 461. 


A report is made on thirty cases of excessive men- 
struation in adolescent patients who had been under 
a medical management without being bene- 

ted. 

The best method of treatment is the intra- 
uterine, three capsules of radium in tandem screened 
with 2 mm. of brass being employed. When external 
irradiation must be employed, at least half a gram 
of radium must be available. An average of 10,000 
mg. hrs. was given with a screen of 1 mm. of brass 
and 1 mm. of lead at 5 cm. distance over each ova- 
rian region and with cross-fire over the pelvis. 

The control of the menorrhagia is due to direct 
action on the ovarian follicles as well as upon the 
blood vessels of the endometrium. 

In the sixteen cases of Group 1, the condition 
returned to normal immediately or within a few 
months. In this group the patients received an 
average of 583 mc. hrs. In the five cases of Group 2, 
a period of amenorrhoea was followed by normal 
menstruation. In this group the average dosage was 
800 mc. hrs. In Group 3 permanent amenorrhcea 
resulted. The average dosage in the six cases of this 
group was 712 mc. hrs. In three cases treated by 
external irradiation the patients are clinically well 
from six to twenty-four months after treatment. 
Radon was used in all cases. 

Menstruation may be irregular or absent for many 
months up to four years and then return to normal. 
No serious impairment of health could be attributed 
to the radium treatment. 

Only such cases as do not yield to any form of 
medical treatment and in which health is seriously 
threatened by hemorrhage should be subjected 
to radium therapy. Wide experience is necessary 
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before one is justified in using radium in cases of 
adolescent bleeding. 

The question of subsequent pregnancies is dis- 
cussed. A. James Larkin, M.D. 


Dautwitz, F.: Observation for Thirteen Years of a 
Radium-Radiated Case of Inoperable Carcino- 
ma of the Cervix (Bemerkungen zur 13 jaehrigen 
Beobachtung eines radiumbestrahiten, inoperablen 
Gebaermutterhalskrebses). Zentralbl. f. Gynaek., 
1926, 1, 3027. 

The case is reported of a woman 53 years of age 
with a carcinoma of the cervix uteri which had 
invaded the vaginal vault. After surgical treat- 
ment, which had to be limited to excochleation and 
cauterization of the cervix, the patient was turned 
over to Dauwitz for radium treatment. Between 
the years 1913 and 1917, 120 radiations with a total 
of 84,261 mgm.hrs. radium element were given. 
The details of the method used varied with the 
progress of radiation technique. 

Two years after the beginning of the treatment 
the patient felt entirely well and all signs pointed to 
a clinical cure. Later fresh blood appeared in the 
stools with hematuria, and further radiations were 
instituted in the belief that the carcinoma had 
invaded the bowel wall and the bladder. The au- 
thor defends the propriety of this action on the 
ground that he believes radiation injury may be 
relieved rather than aggravated by further radia- 
tion, and he doubts whether, without this further 
radiation, the definitive cure which he claims for 
this case would have resulted. The long continued 
bleeding from the bowel is ascribed to haemorrhagic 
sigmoiditis. 

In 1920, boring pains were felt in the knee joint. 
Three years later limitation of motion of both hip 
joints, the result probably of arthritis deformans 
or osteoplastic carcinomatosis, appeared and re- 
mained. In 1926, the patient is otherwise in the 
best of health. 

Dauwitz combines external with vaginal radia- 
tion. The injury to the intestine, especially that to 
the sigmoid flexure, which must have resulted from 
the external applications, led him to believe that 
according to recent methods, uniform radiation 
of the small pelvis in these cases would influence 
the carcinomatous process only when the amount 
of radiation approached that of the tolerance dosage 
of the intestine. ZIETZSCHMANN (G). 


Wille, F. C.: Results of Operative Treatment of 
Cervical Carcinoma in the Charité Gynecolog- 
ical Clinic during the Years 1916-1920 (Ergeb- 
nisse der operativen Behandlung des Collumcarci- 
noms an der Charité-Frauenklinik in den Jahren 
1916-1920). Zentralbl. f. Gynaek., 1927, li, 18. 

This article, from Franz’s clinic, reviews the indi- 
cations for treatment of cervical carcinoma 
and the final results. 


During the years 1916-1920, 308 cases of cervical 
carcinoma were treated by operation; 15.5 per cent 
were incipient cases, 8.1 per cent were almost ino 
erable. ‘The remaining cases were typical and ally 
operable. The limits of operability were broadly 
drawn. Only in cases of involvement of the bladder 
was the consideration of operation dismissed. 

In 296 cases the Wertheim method was used; of 
these, 133 patients or 44.93 per cent are still alive 
after 5 years, the primary mortality being 14.18 
per cent. 

Of the 66 patients operated upon during the last 
year (1920), 37 or 56.05 per cent are still alive after 
the 5-year period of observation. 

Only 12 operations after Schauta’s method were 
performed. These were exclusively instances of not 
far advanced carcinoma. Eight of the 12 patients 
thus operated upon vaginally have lived out the 
5-year period. 

The most favorable final results were obtained 
in the incipient cases, the primary mortality being 
only 6.5 per cent. Of these cases, 76 per cent may 
be regarded as cured. The results are essentially 
worse in the border-line group; only 25 per cent 
of these patients are still living after 5 years. 

In four of the cases of carcinoma there was a 
coincidental pregnancy. The cancerous process was 
treated as soon as the diagnosis was made, without 
regard for the fetus. In only one instance in this 
group was a permanent cure attained. 

Seventeen of the patients received preliminary 
radiation (roentgen, radium and roentgen plus 
radium) treatment. Of these, 41 per cent have 
remained alive for the 5 years. 

When the patient was more than 65 years of 
age, operative treatment was not considered. 
Fourteen patients (4.7 per cent) had not reached 
the thirtieth year of life. None died as a result of 
operation. Of the 14 patients 8 were still alive 
after 5 years. 

The above results do not indicate that the car- 
cinomatous process is especially malignant in young 
women. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Dickens, F., Dodds, E. C., Brinkworth, D. J. T.: 
Preparation and Properties of the Ovarian 
Hormone in a Water-Soluble Form. Lancet, 
1927, ccxii, 1015. 

Up to the present time ovarian hormone has been 
obtained in the form of an oil insoluble in water 
but soluble in organic solvents. A method is de- 
scribed for obtaining the oestrus producing hor- 
mone in a water-soluble form by extraction from 
the placenta, the yield being over 1,000 rat units 
per kilogram. The activity of the preparation can be 
reduced to below 0.5 mgm. per rat unit. The prop- 
erties of the new extract are discussed. 

Macwnus P. Urnes, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Hermans, A. G. J.: Simultaneous Intra-Uterine 
and Extra-Uterine Pregnancy (Ueber gleich- 
zeitige intra- und extrauterine Schwangerschaft). 
Nederl. Tijdschr. v. Geneesk., 1926, 1xx, 2097. 


Herman reports the case of a 40-year-old para-vi. 
Operation for ruptured tubal pregnancy on the left 
side in the third month revealed also an intra- 
uterine pregnancy. Twelve hours after the opera- 
tion a 7-cm. fetus was expelled from the uterus. The 
placenta, which was removed with instruments, 
was inserted in the right cornu. In the extra-uterine 
pregnancy no fetus could be found, but chorionic 
cells were noted macroscopically. 

The author reviews similar cases reported in the 
literature to date and emphasizes that the possi- 
bility of a double pregnancy should always be borne 
in mind. The safest treatment is immediate abdom- 
inal extirpation of the pregnant tube with utmost 
conservation of the ovary and corpus luteum. 

Lamers (G). 


Shaw, W.: The Distribution and Significance of 
Ectopic Decidual Cells. J. Obst. & Gynec. Brit. 
Emp., 1927, xxxiv, 28. 


There is very strong evidence to support the 
contention that decidual reaction is controlled by 
the corpus luteum. Apart from the findings of a 
few isolated experiments of Loeb, which can per- 
haps be explained in some other way, there is no 
evidence to show that decidual production occurs 
independently of the presence of a corpus luteum 
in the ovaries. Moreover, histological evidence 
supports the view that the corpus luteum exerts its 
influence by means of a hormone circulating in the 
blood stream. If this hypothesis is correct, however, 
the decidual reaction should be spread diffusely 
through all of the organs of the body, whereas 
there is no reliable evidence to show that decidual 
cells are found above the diaphragm. Moreover, 
decidual reaction is well marked in particular areas, 
such, for example, as the endometrium in cases of 
ectopic gestation, the pouch of Douglas, and endo- 
metriomata, and this selective distribution cannot 
be explained unless some further stimulus is pos- 
tulated. 

From purely experimental findings, Loeb came to 
a similar conclusion. He therefore suggested that 
the corpus luteum sensitizes the endometrium for 
decidual production, but that there must be an 
additional stimulus in the form of the fertilized ovum 
or a local mechanical stimulus. Meyer confirms 
this view and has pointed out that an ectopic 
decidual reaction is most evident in the region of 
areas of inflammation. Meyer ascribes to this 


inflammatory factor the role of the additional 
stimulus. That this explanation is unsatisfactory is 
shown by the occurrence of ectopic decidual cells in 
= where no inflammatory changes can be 
ound. 

The function of the decidual cells is by no means 
clear. It is usually stated that they help in the 
nourishing of the young ovum, but on purely phys- 
iological grounds it is difficult to believe that this 
is their sole function. It is extremely probable that 
ectopic decidual cells are produced for some pur- 
pose. It is impossible to believe that such collections 
of cells represent the prodigality of the corpus luteum 
in the secretion of this particular hormone. Again, 
why is it that with ectopic decidual cells the dis- 
tribution is so irregular? For example, while some 
cells in the pouch of Douglas respond, cells imme- 
diately adjacent in similar anatomical relations are 
unaffected. 

These considerations favor the conclusion that 
although the corpus Juteum factor is hormonic in 
its influence, only certain cells are capable of respond- 
ing to this hormone. It is therefore suggested that 
the property of decidual reaction is inherent in cer- 
tain cells which are derived from the subccelomic 
mesoblast. 

This explanation is obviously both primitive and 
unsatisfactory and is not in keeping with the canons 
of morbid histology. But indirectly some evidence 
in favor of it is offered by the distribution of endo- 
metriomata. It is clear that there is a very well- 
marked resemblance between the distribution of 
ectopic decidual cells and endometriomata. In the 
ovaries and the pelvic lymphatic glands this is so 
striking that it is difficult to believe there is no rela- 
tion between them. Accordingly, the question of the 
etiology of endometriomata again comes up for 
consideration. Sampson’s theory offers no explana- 
tion of the resemblance between the distribution of 
ectopic decidual cells and endometriomata, and 
those who do not accept his theoretical considera- 
tion or the evidence he advances in support of his 
theory and who incline rather to the view of Meyer 
and Schiller cannot express any dissatisfaction. On 
the other hand, a parallel is at once evident between 
the recent views of Schiller and the view expressed 
in this article. E. L. Cornet, M.D. 


Oliver, Sir T.: Heart Disease and Pregnancy. 
Brit. M. J., 1927, i, 709. 

Because of increased cardiac output a slight in- 
crease in the size and weight of the heart is notedin 
pregnancy. The cardiac lesion of greatest danger in 
pregnancy is mitral stenosis. 

The treatment of a heart condition should be given 
during pregnancy, parturition, and the lying-in 
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period. If the lesion is well compensated and there is 
no embarrassment of respiration, the patient should 
be kept under observation, the blood pressure care- 
fully tabulated, and diet and exercise regulated. If 
at the end of pregnancy the pulse becomes rapid, 
irregular, or feeble, the patient should be kept in 
bed and given digitalis. 

During the first stage of labor, signs of fatigue 
must be watched for. The second stage must be 
shortened as much as possible. 

During the puerperium the patient must be kept 
under careful observation. 

Cardiac patients of the working classes should be 
treated in antenatal and postnatal clinics. 

Macnus P. Urnes, M.D. 


Stander, H. J.: Clinical and Experimental Studies 
on the Toxzemias of Pregnancy. Am. J. Obst. & 
Gynec., 1927, xiii, 551. 

The author sums up the clinical and experimental 
studies of the toxwmias of pregnancy which have 
been previously reported from time to time and 
then discusses the treatment he now uses. 

In the author’s cases of mild eclampsia the 
modified Stroganoff treatment (chloroform and 
venesection eliminated) is given as it has been 
found to reduce the maternal mortality in this 
group to below 2 per cent. In the severe type, a 
better method of treatment was urgently needed. 
Stander therefore decided to attempt prompt delivery 
under spinal anesthesia. He is not yet in a position 
to say what results will follow this rather radical 
departure, but experimental evidence seems to 
support the opinion that the maternal and fetal 
mortality will be reduced. 

A blood analysis is done in every case of eclampsia 
as soon as the patient enters the hospital. There- 
after, or whenever coma persists, the carbon 
dioxide combining power is determined every two 
hours. If the carbon dioxide falls to below 30 
volumes per cent, the patient is given from 15 to 
30 units of insulin with a protective dose of glu- 
cose to overcome the acidosis. The insulin therapy 
is instituted only to relieve the condition of lowered 
alkali reserve and does not interfere with other 
steps in the treatment. E. L. Cornett, M.D. 


Young, J.: Recurrent Pregnancy Toxzemia and Its 
Relation to Placental Damage. Edinburgh M.J., 
1927, XXXiv, 61. 

The author has previously reported evidence sup- 
porting the theory that the immediate cause of the 
phenomenon of eclampsia is massive damage of the 
placenta. He believes that the degree of toxamia 
depends upon the amount of toxin elaborated 
by the disintegrating tissue. The development of 
the toxemia requires sufficient time for the forma- 
tion of the toxins and their leakage into the mater- 
nal blood stream. This explains why toxemia is 
the rule in partial detachment (accidental hamor- 
rhage), whereas it does not occur in rapid and 
complete detachment. 


The author’s investigations were conducted on a 
series of 220 successive cases of toxemia and acci- 
dental hemorrhage at the Royal Maternity Hos- 
pital, Edinburgh. These investigations indicated 
that in women who develop convulsive or non- 
convulsive eclampsia there is some factor tending to 
cause placental damage. In probably the majority 
of cases in which this occurs a rapid termination of 
the pregnancy by abortion, accidental hemorrhage, 
premature birth, or stillbirth takes place, toxemia 
being thereby prevented. Toxemia occurs only 
when, after placental damage, the abortion or pre- 
mature birth does not occur soon enough. 

The factors which cause placental damage may 
be general or local. Infection, e.g., chronic metritis 
and cervicitis, focal infection, etc., may be indicated 
by the frequently associated febrile temperature. 
The chemical nature of the toxin responsible is 
unknown. The author is of the opinion that his- 
tamine is probably a factor as experiments have 
shown focal damage to the uterus following its 
injection into the blood stream. 

The distinction which has frequently been drawn 
between eclamptic and “non-recurrent” eclampsia 
and nephritic or “recurrent” eclampsia has been 
proved erroneous. ‘There is now considerable evi- 
dence for the view that the eclamptic and nephritic 
toxwmias have a similar origin in the diseased pla- 
centa, and that in both types the kidney damage 
is secondary and often aggravated by the placen- 
tal damage occurring in successive pregnancies. 
Bright’s disease is a complication of only a small sub- 
group of cases of eclampsia, having little in common 
with the true pregnancy toxemia. 

The author found a recurrence of toxemia in 21.9 
per cent of his cases. He attributes abortion and 
premature birth to the same noxious influence. If 
the cases of abortion and premature birth are 
added to the cases of recurrence in his series, the 
total incidence of recurrence was 44.7 per cent. 
This is much higher than the incidence usually re- 
ported and tends to support the author’s conclu- 
sions. 

In three cases in the series the eclampsia was 
associated with placenta praevia. It is suggested 
that this association was due to absorption from 
the traumatized previa portion. The frequency of 
abortion, premature labor, and toxemia in such 
cases suggested that the factors underlying placenta 
previa and toxemia may be identical. 

Goopricu C. SCHAUFFLER, M.D. 


De Snoo, K.: A Study of Eclampsia (Eine Eklampsie 
studie). Nederl. Tijdschr. v. Verlosk. en Gynacc., 
1926, xxxi, 85. 

This is an exhaustive monograph with nine 
tables and twenty-seven curves written by the 
successor to Kouwer in the Department of Obstet- 
rics and Gynecology, of the University of Utrecht. 

In De Snoo’s opinion, eclampsia must be related 
to a pathological condition of pregnancy. Of im- 
portance in its development are sodium chloride 
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retention and hypertension; without them, the 
attacks cannot occur. There need be no preceding 
albuminuria nor disturbance of renal function. 
Eclampsia is most apt to develop in primipara more 
than 35 years of age, and occurs most frequently 
either shortly before or after delivery. 

The occurrence of the convulsions during labor 
is due, not to the uterine contractions in them- 
selves, but to the emotions, pain, and bodily exer- 
tion associated with the bearing-down efiorts. The 
cause of the frequent occurrence of the convulsions 
after delivery is the sudden cessation of the placen- 
tal function, which disturbs the already very labile 
balance of the sick pregnant woman. Because of 
the coma and the administration of narcotics, labor 
pains are of little or no importance in the occur- 
rence of new attacks. On the contrary, the attacks 
mean very strong stimulation of the uterus, which 
begins to contract strongly, usually to such an 
extent that delivery results. As a rule delivery 
occurs more quickly under the influence of the 
attacks than under normal conditions, this explain- 
ing why eclampsia usually seems to occur during 
parturition. 

The attacks are injurious to the entire sick 
organism, and particularly to the central nervous 
system, the kidneys, the liver, and the heart. ‘The 
same injuries may occur in the diseased pregnant 
woman in the absence of attacks, but under such 
circumstances are usually less severe. This fact 
indicates that eclampsia is a special phase of the 
disease of pregnancy. The duration of this phase is 
limited to from several hours to two or three days, 
after which length of time the attacks cease, even 
without treatment. Their cessation has little or no 
relation to delivery. Injury to the heart and the 
danger to life increase with the number of attacks. 
If the kidneys are especially injured, transient 
uramia occurs. When this perssits too long, it may 
be fatal after three or four days. Severe degenera- 
tion of the liver, haemorrhages, and necrosis cause 
death more quickly; if the condition continues 
sufficiently long, icterus may develop. With an 
increase in the number of attacks the coma be- 
comes deeper and there is a greater possibility of 
the development of a psychosis if the patient sur- 
vives the eclampsia. The attacks are dangerous to 
the child aside from the fact that they favor pre- 
mature birth. 

As a rule the blood pressure falls under the in- 
fluence of an attack and this drop may be a factor 
in the spontaneous cessation of the attacks. Imme- 
diately after an attack there is a disturbance in 
the regulation of the blood supply, which, because 
of the blood pressure, shows marked variations and 
a very high peak. The latter lasts for only a few 
minutes, indicates the occurrence of a vasocon- 
striction, and explains the occurrence of various 
forms of haemorrhage such as apoplexy, loosening 
of the placenta, etc. 

After delivery and cessation of the convulsions 
the blood pressure usually rises, and about two 
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days later returns to the pre-pregnancy level in 
from ten to fourteen days. The increase may be 
partly a reaction to the decrease occurring during 
the attacks, but may be also a manifestation of 
the injurious influence of the sudden cessation of 
placental function. A similar postpartum increase 
as well as the appearance or increase of albu- 
minuria is noted also in the cases of sick pregnant 
women without eclampsia. 

The favorable effect of the removal of the ovum, 
the primary cause, is first manifested after about 
forty-eight hours. Therefore, because of the short 
duration of the eclampsia, the treatment can be 
only symptomatic and directed against the attacks 
and their results. Active therapy should be per- 
formed only on behalf of the child. The interests of 
the mother demand that the attacks be subdued 
before delivery. For this purpose the best treat- 
ment is protection from all irritation, the admin- 
istration of narcotics, and venesection. The narco- 
sis and bleeding associated with active treatment 
have made it appear that delivery has a favorable 
influence, but this is incorrect. 

Venesection should be performed under control 
of the pulse and blood pressure. If the blood pres- 
sure falls, stimulants must not be withheld too long. 
If the attacks cease early, the pregnancy may be 
permitted to continue. In exceptional instances all 
disease manifestations may disappear nearly com- 
pletely and a living child may be delivered at term. 
As a tule, however, delivery occurs after a few days, . 
usually after the fetus has died. Not rarely, symp- 
toms recur a few days later and induction of labor 
becomes advisable. If, during this time, the patient 
has been kept on a salt-free diet, there is no danger 
of new convulsions. Threatening eclampsia requires 
bed rest, water, and a salt-free diet. When there is 
immediate danger, the administration of narcotics 
and venesection may overcome the threatening 
symptoms. Lamers (G). 


Thomson, C. J.: The Pathology of Fetal Macera- 
tion. J. Obst. & Gynec. Brit. Emp., 1927, xxxiv, 40. 


This report is based upon twenty-seven macerated 
fetuses of viable age occurring in a series of over 100 
cases of stillbirth and neonatal death investigated 
by the author. The article has three sections: (1) 
a brief résumé of work already done in this field; 
(2) a description of the macroscopic and microscopic 
changes occurring in maceration; and (3) a con- 
sideration of the nature of maceration. 

A special effort is made to trace the consecutive 
changes occurring in each of the important viscera 
in the three stages of maceration. 

The changes which the normal fetal tissues under- 
go in the uterus subsequent to somatic death differ 
markedly according to whether the membranes 
remain unruptured or not. When the membranes 
remain intact, a peculiar non-organismal form of 
dissolution takes place. 

The aseptic softening of the tissues in maceration 
is of the nature of an autolysis and consists in the 
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breaking down of the complex protein molecules 
into simpler compounds by proteolytic ferments 
contained in the cell bodies themselves. These 
cytolysins are specific for various types of cells and 
their albuminoid decomposition products consist 
mainly of peptones and hemialbumins. Concomi- 
tantly with these chemical transformations, definite 
histological changes take place in the cells themselves 
during maceration. Granularity of the cytoplasm 
is an early and practically constant feature, and is 
later accompanied by swelling with gradual loss of 
the cell outline. Such a condition of the protoplasm 
is a true granular degeneration indicative of cell 
death. It is a preliminary to liquefactive necrosis. 

In the author’s cases fat granules were occasion- 
ally noticeable in paraffin sections in the form of 
small vacuoles in the autolyzing cytoplasm. 

In some cases the nuclei undergo a preliminary 
pyknosis before dissolution, but the most frequent 
change noted by Thomson was a gradual karyolysis 
in which the nuclear membrane was the last struc- 
ture to disappear. After granular disintegration 
and karyolysis the cells undergo liquefaction. 

The temperature, the reaction of the medium 
surrounding the cells, and the state of metabolism 
at the time of death have an important bearing 
upon the progress of fetal maceration. 

Highly functioning individual parenchyma cells 
invariably disintegrate more rapidly than the less 
specialized connective tissue cells of the same organ. 

E. L. Cornett, M.D. 


LABOR AND ITS COMPLICATIONS 


Klumper, P.: Facial and Frontal Presentations 
(Deflexionslagen). . Nederl. Tijdschr. v. Verlosk. en 
Gynacc., 1926, xxxi, 207. 

Klumper reviews the experiences at the Rotter- 
dam School for Midwives in sixty-eight cases of 
facial presentation, twenty-five cases of brow 
presentation, and ninety cases of frontal presenta- 
tion admitted during the period from 1907 to 1923. 
The facial presentations occurred in the cases of 
thirty primipare and thirty-eight multipara; the 
brow presentations in the cases of two primipare 
and twenty-three multipare; and the frontal presen- 
tations in the cases of thirty-one primipara and 
fifty-nine multipare. 

All factors which weaken the stability of the head 
at the lower pole of the uterus favor the occurrence 
of a facial or frontal presentation; whether or not 
such a presentation results in the presence of such a 
factor depends upon chance. Frontal presentation 
represents the slightest degree of flexion. Because 
of the presence of the face on the anterior lower 
part of the skull, the transition of the head into 
more marked flexion is rendered difficult. Brow 
presentation represents a middle position in a labile 
balance which remains unchanged only under cer- 
tain conditions. It is incorrect to regard the brow 
presentation as an incomplete facial presentation; 
transition to a frontal presentation is possible. 


The treatment of frontal presentation is similar 
to that of occipital presentation except that, in the 
former, delivery is possible with both the face and 
the occiput anterior. In cases of facial presentation 
it is best, when possible, to await spontaneous 
delivery; if interference is indicated, correction to 
an occipital presentation should be attempted before 
the high forceps are applied. In cases of brow 
presentation the position of the head should be 
corrected as soon as the cervix is completely dilated, 
if there is no possibility of spontaneous delivery. 
Before complete dilatation of the cervix, a change 
into a frontal or facial presentation is necessary. 

The condition of the pelvis must always be taken 
into consideration. When the head is not engaged 
it is usually advisable to place the woman during 
Jabor on the side toward which the back of the fetus 
is directed. If properly managed, frontal and facial 
presentation are no more unfavorable for the moth- 
er than occipital presentation. 

The article contains a critical review of the 
literature, numerous tables, and four schematic 
drawings. Lamers (G). 


Miller, D.: Occiput-Posterior Position of the 
Vertex: A Survey of 750 Cases. Edinburgh M. J. 
1927, xxxiv, Edinburgh Obst. Soc. 77. 

This article is based upon 750 cases of occiput- 
posterior position seen in the Edinburgh Royal 
Maternity HospitaJ. The abnormality occurred in 
18 per cent of vertex presentations. In more than 
go per cent of the cases the occiput was directed 
toward the right. 

Spontaneous rotation occurred in 474 cases (more 
than 60 per cent). Spontaneous rotation and de- 
livery resulted in a morbid puerperium in twenty- 
four cases and seven fetal deaths. In fifty-one cases 
of spontaneous rotation with forceps delivery there 


were six fetal deaths and seven cases of puerperal , 


morbidity. Spontaneous delivery, face anterior, 
occurred in eighty-eight cases. In this group there 
were eight fetal deaths and three cases of puerperal 
morbidity. Arrest of the head at the pelvic brim 
occurred in 6.4 per cent and resulted in a maternal 
morbidity of 20 per cent and a fetal mortality of 33 
per cent. In 18.6 per cent of the cases the head was 
arrested in the lower part of the pelvic cavity, and 
in one-third of these it had rotated posteriorly into 
the sacral cavity. In 50 per cent of the cases of im- 
paction, manual rotation was done and followed by 
spontaneous or forceps delivery. In 25 per cent in 
which delivery was effected by forceps rotation the 
fetal mortality was 20 per cent. Rotation with 
forceps should be undertaken only by those who 
are expert. 


The high fetal mortality in this series of cases, , 


22.3 per cent, suggests to the author that when 
there are clear indications of faulty flexion, manual 
rotation of the fetal head with external rotation of 
the fetal body might be done with advantage as a 
routine procedure early in the second stage of labor. 
Macnus P. Urnes, M.D. 
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Harrar, J. A.: Rectal Ether Analgesia in Labor: 
Technique and Results in 5,800 Cases at the 
New York Lying-In Hospital. Am. J. Obst. & 
Gynec., 1927, xili, 486. 

In 5,800 labors under analgesia the author has 
observed no increase in asphyxia at birth or in the 
stillbirth rate. Neither was there any prolongation 
of the perineal stage or increase in forceps deliv- 
ery. The only contra-indication to the procedure is 
uterine inertia, and the only restriction is not to 
start too soon. The woman should be in active 
labor; that is, there should be pains every four to 
five minutes lasting forty seconds, and in a primip- 
ara the cervix should have attained a dilatation 
of two or more finger tips. The mechanism of labor 
must be as closely followed by the obstetrician as if 
no analgesia were induced. 

The drugs required—morphine, magnesium sul- 
phate, ether, and quinine—are easily obtained and 
their action is well known. Quinine is found to be 
essential in the rectal instillation formula. The 
method has a much wider applicability than scopol- 
amine amnesia. It can be used safely and effectively 
by the physician in home confinements and does 
not require the services of a trained anesthetist. 
This is the safest and most effective method of 
relieving the pain of childbirth over a period of 
hours that has yet been devised. It will abolish 
the most dreaded part of the ordeal of labor without 
endangering either the mother or the baby. 

E. L. Cornett, M.D. 


Carrell, J. F.: Perineal Injuries During Parturition, 
with a Report of 336 Cases. Am. J. Obst. & 
Gynec., 1927, xiii, 627. 

The closure of an episiotomy wound is quite 
simple when compared with the repair of a traumatic 
laceration, especially if the wound was compounded 
and has tributary lacerations running up into the 
sides of the vagina. The simple introduction of 
two or three non-absorbable sutures, even though 
they pass to the very depths of the wound, can no 
longer be considered good surgery. 

The author uses the median incision if episiotomy 
is indicated. It is most often employed in the cases 
of primipare and in multipare who have had ex- 
tensive perineal repair previously. If a central 
incision extending down to the superficial fibers of 
the anal sphincter does not afford sufficient room 
for delivery of the child, an oblique extension of 
this incision to either side of the rectum may be 
made. The oblique part of this incision divides the 
posterior fibers of the levator ani muscle on the 
side on which it is extended and these must be care- 
fully sutured ag soon as delivery is completed. 

These wounds are sutured with No. 2 or No. 3 
twenty-day chromicized catgut. The structures are 
united in the reverse order from that in which they 
were severed; that is, the muscle at the depth of 
the wound and at its upper end is sutured first. 
All sutures are interrupted except those in the 
vaginal mucosa. All dead space is obliterated. 


Whatever the technique, the perineal incision 
should be made for prophylactic purposes and not 
as an emergency. 

In 336 recent cases of delivery at the Jefferson 
Hospital Maternity, 125 of which were those of 
primipara, there were 164 vaginal and perineal 
tears ranging in degree from a slight mucous mem- 
brane abrasion to a severe laceration involving the 
sphincter muscle and the rectum. 

Of the 125 patients delivered for the first time, 
thirty-four (27 per cent) were free from lacerations; 
forty-three (35 per cent) suffered first-degree 
lacerations; and forty-seven (38 per cent) suffered 
second-degree lacerations. 

In this series, twenty-one episiotomies were per- 
formed, seventeen on primipare, and four on multip- 
are. E. L. Cornett, M.D. 


Phaneuf, L. E.: The Obstetrical Future of Women 
Delivered by the Low or Cervical Cesarean 
Section. Am. J. Obst. & Gynec., 1927, xiii, 446. 


Seventy-one cervical cesarean operations were 
performed on thirty gravide. Of these, forty-one 
were repeated sections in the lower uterine segment. 
Three women had four operations, five had three, 
and twenty-two had two. Of the original thirty 
first operations, fourteen were done according to the 
Veit-Fromme-Hirst method and sixteen according 
to the Sellheim technique. Upon separation of the 
bladder in the forty-one repeated low cesarean sec- 
tions the lower segment was found to be smooth, 
there were no depressions, and the previous scars, 
as such, could not be identified. 

From a study of the series, the following con- 
clusions are drawn: 

1. The low or cervical cesarean section is fol- 
lowed by perfect healing of the cervical scar. 

2. It gives definite protection against rupture in 
subsequent pregnancies and labor. 

3. Delivery through the natural passages is 
possible in many cases when no disproportion is 
present. This is true of cases in which an abdominal 
delivery for a relative indication was presented in a 
previous pregnancy. 

4. The dictum “once a cesarean always a casa- 
rean”’ does not necessarily apply to cases of cervical 
cesarean section. 

5. The operation may be repeated with ease. 

6. Pelvic adhesions are reduced to the minimum 
except when the Veit-Fromme-Hirst technique is 
employed, and even the adhesions following the 
latter technique do not interfere with the per- 
formance of a secondary cervical section. 

7. Abdominal herniz are rare. Not a case was 
observed in any of 206 cervical caesarean oper- 
ations. 

8. The convalescence is more nearly that of a 
pelvic delivery. As there is no handling of the intes- 
tines, shock and distention are reduced to the 
minimum. 

g. Protection is offered against peritonitis. 

E. L. Cornet, M.D. 
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Montgomery, T. L.: The Morbidity and Mortality 
of Cesarean Section. Am. J. Obsl. & Gynec., 
1927, Xili, O10. 

Montgomery reviews twenty-five classical cwsa- 
-rean sections performed under ether anesthesia by 
various surgeons. ‘The maternal mortality was 16 
per cent. 

The first death was due to sepsis and the second 
to peritonitis. In the third fatal case the patient was 
admitted to the ward in a moribund condition from 
severe haemorrhage due to placenta praevia and as 
it appeared that no procedure offered a substantial 
hope of saving the mother, the surgeon chose 


cwsarean section as giving the best chance for the_ 


child. The child was saved, but the mother died 
on the operating table. The last death was due to 
sepsis. 

Twenty-six infants were delivered. Of these, 
three (11.9 per cent) were born dead and three died 
after delivery, a total infant mortality of 23.8 per 
cent. The three stillbirths occurred in cases of 
antepartum bleeding—one a case of placenta praevia 
and the two others cases of premature separation 
of the placenta. 

These cases and the reports in the literature 
indicate that the early or elective cawsarean section 
has a low mortality (2 to 3 per cent). In late 
cwsarean section of the classical type the mortality 
is high (20 to 30 per cent). 

Delay of operation in cases of disproportion is 
dangerous. An effort must be made to reach a 
decision for or against cwsarean section either early 
in labor or before its onset. 

The statistics raise the question as to whether in 
late operation for any indication the classical 
cwsarean section alone meets the requirements. 

The operative results in fibroma uteri complicat- 
ing labor are not particularly good. 

In placenta previa the maternal mortality is 
higher when cwxsarean section is done than when 
other commonly accepted methods of delivery are 
used. The operation is most definitely indicated in 
cases of central placenta praevia with a non-dilated 
resistant cervix. 

The advisability of cwsarean section in certain 
cases of premature separation of the placenta is 
still under consideration. kK. L. Cornett, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Polak, J. O.: The Details of Postpartum Care. 
Am. J. Obst. & Gynec., 1927, xili, 432. 

Over 60 per cent of the lesions which make up the 
diseases peculiar to women are the direct results of 
poor midwifery, trauma, infection, and failure of the 
physiological and biochemical processes which take 
place in involution. 

Infection, lacerations with resulting relaxation of 
the pelvic tissues permitting a considerable descent 
of the uterus, retrodisplacement, visceroptosis, and 
a full rectum disturb the circulatory equilibrium 
within the pelvis and allow passive congestion. 


These conditions retard the physiological processes 
and leave a permanent pathological change which is 
recognizable years later and produces a syndrome 
known as the gynecological triad, viz., hamorrhage, 
leucorrhoea, and pain. 

The author attempts, and in great part succeeds, 
in combating the occurrence of these conditions by: 
(1) preventing infection, (2) reducing the trauma of 
labor to the minimum, (3) limiting the blood loss, 
(4) immediately repairing birth injuries, (5) main- 
taining retraction and contraction of the uterus by 
encouraging breast feeding and thus favoring the 
physiological acts included in involution, (6) favor- 
ing uterine and vaginal drainage by posture, 
(7) re-establishing the intra-abdominal pressure and 
the muscular tone of the abdominal wall by having 
the woman practice suitable active exercises, (8) 
intermittently emptying the venous pelvic engorge- 
ment by having the patient assume the knee-chest 
position several times a day, (9) recognizing and 
treating the co-existing erosions of the cervical 
mucosa at a time when extension of the infection may 
be prevented, (10) correcting all malpositions and 
displacements of the uterus with the associated 
engorgement of the pampiniform plexus by posture, 
manipulation, and the retention of the reposited 
uterus with a properly fitted pessary, and (11) 
checking up on these conditions by periodic exami- 
nations until the involution is complete and the 
anatomical relations are perfect. 

KE. L. Cornett, M.D. 


Teacher, J. H.: On the Involution of the Uterus 
Post-partum. J. Obsl. & Gynec. Brit. Emp., 1927, 
XXXiV, I. 


Knowledge of the macroscopic and microscopic 
appearance of the uterus at various periods after 
delivery, besides being necessary for a proper under- 
standing of the process of involution in relation to 
obstetrics, may be of critical importance in medico- 
legal problems, such as those of criminal abortion. 

Because of the complexity of the organ concerned, 
involution is a complex process under normal cir- 
cumstances, and even in the presence of grave con- 
stitutional and slight local disease, it probably 
progresses at a fairly regular rate. The chief dis- 
turbance of the healing process is caused by reten- 
tion of parts of the product of conception. Such 
retention delays the process. 

The most reliable information with regard to 
involution is provided by examination of the mucous 
membrane in the regions which were covered by the 
decidua vera and in the placental site. Both of 
these areas should be examined. 

The changes in the first week are concerned chiefly 
with demarkation of the tissues which are to perish 


and be shed in the lochia. Retrogression of the sur- . 


viving decidua and reactive proliferation are also 
occurring. In the second week the processes of 
cleansing and restoration advance rapidly and the 
formation of a provisional mucous membrane is 
normally completed by about the fourteenth day. 
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There is a striking analogy between the process and 
that of a wound healing by granulation in the 
presence of sloughs and micro-organisms. 

The fourteenth day is roughly the turning point 
at which building up definitely exceeds retrogres- 
sion. At the end of three weeks the process of resto- 
ration is still far from complete. After from five to 
six weeks restoration should be fairly complete, but 
evidence of recent pregnancy may be recognizable 
for a considerably longer period even under cir- 
cumstances most favorable for involution. Such 
evidence is found in the presence of pigmented 
phagocytes and remains of the uteroplacental 
vessels. 

Six specimens are described and shown in plates. 

E. L. Cornet, M.D. 


Hunter, J. W.A.: Acute Postpartum (Edema of the 
Cervix Uteri. J. Obst. & Gynec. Brit. Emp., 1927, 
XXXiV, 72. 


A para-iv one month past due was suddenly 
taken with a desire to defecate and gave birth to an 
8-lb. baby with only one pain. Immediately there- 
after she noticed a fleshy lump outside the vagina, 
which rapidly increased in size, caused considerable 
pain, and was very tender to the touch. About two 
hours later she showed some of the signs of moderate 
shock. 

This case presented many curious features, and a 
diligent search has revealed no similar case in the 
literature. The almost instantaneous swelling and 
descent of the cervix following the extremely pre- 
cipitate labor occurred under conditions entirely 
precluding the possibility of prolonged pressure on 
the cervix between the presenting part and the pel- 
vic brim. Moreover, there had been no previous 
descent or protrusion of the cervix uteri during the 
pregnancy or before it, nor had such conditions 
arisen in previous labors. The most striking feature 
of all was the complete return of the cervix to the 
normal state without hypertrophy or prolapse. 

L. Cornett, M.D. 


Miller, C. J.: Puerperal Infection. South. M.J., 1927, 
XX, 219. 

The author contends that in the local treatment 
used so generally in the past for puerperal infection 
every principle of anatomy, physiology, and pathol- 
ogy was disregarded. He asks, ‘‘ Why douche the 
uterus, for instance, when it has been repeatedly 
proved that bacteria travel so fast it is a physical 
impossibility to wash them away before they invade 
the deeper structures?” ‘Why curette the uterus 
when all we accomplish by it is.to scrape away the 
superficial necrotic layer and disturb the under- 
lying protective leucocytic infiltration and thus run 
every chance of converting what might have re- 
mained a purely local process into a true blood 
infection?” “Why use antiseptic solutions when 
laboratory evidence all goes to prove that bacteria 
cannot be killed in the human tissues by external 
applications?” 


On Miiller’s service the local treatment for 
puerperal infection is limited to exactly one pro- 
cedure. If, when the patient is first seen, the cervix 
is patulous, débris protrudes therefrom, and the 
uterus is soft and flabby, the remnants of placenta 
and membranes are gently removed, preferably 
with the gloved finger but occasionally with the 
sponge forceps. Even this is not done unless there is 
free bleeding which has not been checked by a firm 
vaginal pack supplemented by doses of pituitrin and 
ergot. If the cervix is closed and the uterus well con- 
tracted, no manipulations of any sort are done. 
Drainage in such cases is of vital importance, but is 
not secured by mechanical means or even by posture, 
although Fowler’s position is frequently helpful. 
If the uterus is firmly contracted, drainage along 
lymphatic and venous channels will occur naturally 
and no manipulations will improve it. 

In puerperal conditions of the adnexa, imme- 
diate surgery is seldom indicated. When the gono- 
coccus is the invading organism, localization is 
almost the rule, and when the streptococcus is 
present, laparotomy is so serious a matter, even 
when delayed for months, that it should never be 
resorted to except on extreme indications. 

Hysterectomy has a very limited field. It should 
not be done unless conditions are present which 
would warrant its performance under any circum- 
stances. 

For peritonitis, laparotomy is theoretically a 
logical procedure, and if the infection is generalized 
it is a necessary procedure, but the practical diffi- 
culties are very great. If the process is localized in 
the pelvis, the chances are that it will remain there, 
and laparotomy will only spread it. On the other 
hand, if it is already generalized, involvement is so 
rapid and septicemia such a frequent accompani- 
ment, particularly if the streptococcus is respon- 
sible, that the situation is frankly hopeless. 

In pyemia, ligation of the pelvic veins, with the 
idea of preventing the entrance of detached particles 
of crumbling thrombi into the general blood stream 
has also a very limited field. The diagnosis of pyw- 
mia is frequently difficult. Even when it is definite 
and the abdomen has been opened, it is not always 
possible to decide how far the thrombi have extended. 
Ligation below the farthest point of extension is 
obviously useless. 

Localized pus collections should, of course, be 
opened as soon as fluctuation is present, but in 
parametrial exudates resolution is better effected 
by natural processes. Infected exudates and tubal 
abscesses which are pointing or bulging in the cul- 
de-sac may be treated by colpotomy, which is a 
practical procedure even for a desperately ill patient. 

For several years the author has been giving 
transfusions of whole blood with an equal amount of 
Ringer’s solution in quantities of not more than 300 
c.cm. These are given at three-day intervals and 
from different donors. The results are better than 
those of any other special treatment. The anemia 
is improved, the blood pressure raised, and the leuco- 
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cytosis increased, at least temporarily. As the 
reactions are milder and the effect on the blood 
stream is definitely to be anticipated, the procedure 
lacks the potentialities for harm which are inherent 
in most methods of chemotherapy. 

While the tendency toward localization may pro- 
long the course of the disease, it materially improves 
the patient’s chances. Streptococcal septicemia is 
fatal in fully three-quarters of the cases, and general 
peritonitis has a mortality almost as high. 

Cart H. Davis, M.D. 


Schwarz, O. H., and Dieckmann, W. J.: Puerperal 
Infection Due to Anaerobic Streptococci. Am. 
J. Obst. & Gynec., 1927, xiii, 467. 

The authors have been able to classify the an- 
aerobic cocci only roughly, using the proteolytic 
powers of the organisms as an index. 

One organism that has been encountered very 
frequently is a very small, gram-negative anaerobic 
coccus or coccobacillus. In a small series of eight 
obstetrical patients this was found six times in the 
vagina and three times in the cervix. It produces 
on blood agar media a black igment which is 
probably melanine. In pure cultures it produces 
little if any haemolysis, but in symbiosis with other 
organisms, particularly other anacrobic cocci, its 
hemolytic propertics are tremendously increased. 
The marked blood destruction shown in some cases 
may have been due to this organism in symbiosis 
with others. 

Anaerobic streptococci were isolated from the 
blood in eleven cases as compared with six in which 
other pathogenic organisms were found. The uter- 
ine cultures in thirty -five cases showed anaerobic 
streptococci, while in twelve cases they showed 
other pathogenic organisms. Inonly a comparatively 
few instances was more than one organism isolated 
from the uterine or blood cultures. Anaerobic 
streptococci were recovered in six cases ot pelvic 
abscess and five cases of peritonitis. During the 
period of study there were ten deaths in cases of 
puerperal infection. Five cases were due to anae- 
robic streptococci which were recovered in pure 
culture. Anaerobic streptococci were found in three 
other fatal cases, but were associated with other 
organisms. Three of the deaths were due to throm- 
bophlebitis with resulting pyemia, and in one 
instance there was severe peritonitis which termi- 
nated very rapidly. These latter four cases are 
reported in detail. 

Anaerobic streptococci play a considerable part 
in puerperal infection. The infection is caused by 


this organism and in most instances remains con- 
fined to the endometrium. Fewer of these cases 
developed thrombophlebitis because they were 
rather promptly treated with respect to the uterine 
lesion. In any case in which there is a profuse foul- 
smelling discharge the authors make it a point at 
the time they obtain the uterine culture to remove 
retained secundines or clots by digital means or by 
the use of a blunt curette and to follow this with a 
1:4,000 potassium permanganate douche. In future 
cases of pelvic thrombophlebitis due to anaerobic 
organisms, particularly the streptococcus putridus, 
they will attempt ligation of all pelvic veins. 
E. L. Cornett, M.D. 


Harris, J. W., and Brown, J. H.: Description of a 
New Organism That May Be a Factor in the 
Causation of Puerperal Infection. Bull. Johns 
Hopkins Hosp., Balt., 1927, xl, 203. 

From the uteri of women with puerperal infec- 
tion the authors have isolated strains of an organ- 
ism, actinomyces pseudo-necrophorus, which closely 
resembles actinomyces necrophorus but differs from 
the latter in being non-hemolytic when grown in 
blood agar plates and in failing to ferment lactose. 
The two organisms do not cross-agglutinate in im- 
mune sera. 

The finding of actinomyces pseudo-necrophorus 
in cultures of the uterus in three of fifty cases in 
which cesarean section was done indicated that the 
organism is present not uncommonly. This was 
evidenced also by the fact that it was found at autop- 
sy in a broad ligament abscess in another case and 
in the clinical investigation of two patients who 
survived. In one of the latter it was cultured from 
the cervix and in the other from the uterine cavity. 

In all of the six cases the lochia was profuse, thin, 
and foul. In the cases of the three women delivered 
by cesarean section the incision broke down and 
discharged large quantities of thin, greenish, foul pus. 
In all six cases the convalescence was prolonged 
beyond the normal limit. Five of the six patients 
were seriously ill. This history of the cases from 
which the organism was isolated indicate that it is 
not harmless although it does not appear to be as 
pathogenic to human beings or laboratory animals 
as is actinomyces necrophorus to animals. Because of 
its extreme sensitiveness to brief exposure to air, 
its presence in the human genital tract has probably 
been overlooked heretofore. 

The authors urge further work to determine the 
true significance of the organism in human infection. 

Goopricu C. ScHAUFFLER, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Sturtevant, C. N., and Kelly, T. C.: Neurocytoma 
of the Left Suprarenal Gland with Metastases 
to the Liver, Skull, and Bones. Am. J. Dis. 
Child., 1927, xxxiii, 590. 

The authors state that tumors of the orbit with 
ecchymosis of the eyelids and proptosis in infants and 
young children should arouse the suspicion of me- 
tastases from a suprarenal growth. 

Chloroma is associated with almost identical 
growths but can be excluded by absence of the char- 
acteristic changes in the blood. 

The literature refers in some instances to tumors 
of the left suprarenal causing metastasis first to the 
left eye and tumors of the right suprarenal causing 
metastasis first to the right eye. This indicates 
transmission by way of the lymphatics rather than 
by the blood stream. The author reports a case in 
which the first metastasis occurred on the left side, 
the side of the primary growth in the suprarenal. 

J. Sypney Ritter, M.D. 


Helmholz, H. F.: Chronic Pyelitis in Infancy and 
Childhood. Wisconsin M.J., 1927, xxvi, 189. 


There are two common types of pyelitis in in- 
fancy. In the first, unexplained fever is present 
without definite physical findings save perhaps 
slight pallor and restlessness. ‘The presence of 
large amounts of pus and of numerous bacteria in 
the urine establishes the diagnosis. The second 
type of pyelitis complicates such infections as 
otitis media, tonsillitis, and furuncles. 

Another group of cases observed in infancy are 
characterized by recurring attacks of fever, persist- 
ence of malaise and pallor, extreme pyuria, and 
great difficulty, in fact practical impossibility, of 
effecting a bacteriological cure by the usual thera- 
peutic measures. The majority of such severe in- 
fections occur in the presence of an abnormality of 
the urinary tract interfering with drainage. 

In the older child several clinical forms of pyelitis 
occur. There is the typhoidal type in which the 
infection of the urinary tract presents no local 
symptoms and is manifested only by fever and 
malaise. In a second type there may be pain in the 
lower portion of the abdomen, burning, and tenes- 
mus on urination, and pollakiuria. In most of these 
cases a cure follows the forcing of fluids, alkalization 
of the urine, or the use of urinary antiseptics. 
In some cases, no doubt, cure results without 
treatment. 

In a certain number of cases a bacteriological 
cure is not obtained because the pyelitis is not recog- 
nized, the treatment is inadequate, or there is some 
abnormality of the urinary tract. 


In a case of chronic pyelitis in an infant or child 
the diagnosis should be definitely established by 
culture of the urine. Then, depending upon the 
length of time that the infection has persisted and 
the nature of the therapeutic measures that have 
been used, other medical procedures should be 
attempted before a complete urological examina- 
tion is undertaken. A combination of ammonium 
chloride and methenamine has been found the most 
useful therapeutic agent. In uncomplicated cases 
of pyelitis the infection generally disappears in from 
one to three weeks. Cases in which the condition 
persists in spite of treatment should be investigated 
urologically. In those due to abnormalities of the 
urinary tract, surgical treatment will depend upon 
the urological findings. 


Blatt, P.: Open Cavernous Renal Tuberculosis 
without Bladder Symptoms (Offene kavernoese 
Nierentuberkulosen ohne Blasensymptome). Arch. 
f. klin. Chir., 1926, cxl, 654. 

Blatt reports five quite atypical cases of tuber- 
culous pyonephritis characterized by an abnormally 
mild course and especially by the total absence of 
subjective and objective bladder symptoms. Two 
similar cases were found among 130 patients oper- 
ated upon for unilateral renal tuberculosis on the 
service of Rubritius. Blatt discusses the relation- 
ship of these cases to the cultural characteristics of 
the tubercle bacillus and suggests that the condition 
may be produced by a particular strain of the 
organism. Biocu (Z). 


Judd, E. S., and Simon, H. E.: Hamorrhagic 
Cysts of the Kidney. Surg., Gynec. & Obst., 
1927, xliv, 

Large, solitary cysts of the kidney: are of two 
types, serous and hemorrhagic. The serous cysts 
are the more common. Cysts containing blood but 
occurring in association with neoplasms differ from 
the simple haemorrhagic cysts under consideration. 

Thirteen cases of haemorrhagic cysts considered 
to be authentic have been reported in the literature 
and two cases have been observed at the Mayo 
Clinic. These cysts are practically always solitary. 
They occur in both kidneys and have a predilection 
for the lower pole. When recognized clinically they 
are usually large but a few small ones have been 
found at autopsy. 

Hemorrhagic cysts of the kidney have been 
attributed to various causes, including trauma, neo- 
plasms, and haemorrhage within serous cysts. While 
these factors do give rise to renal cysts, the structure 
of the walls in the two cases reported in this article 
was identical with the structure of the wall of an 
aneurism. The presence within the cysts of layers 
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of clotted blood and the occurrence of profuse 
haemorrhage in several instances when their contents 
were evacuated at operation support the conten- 
tion of the author that the cysts are occluded 
aneurisms. 

The symptoms are not characteristic, consisting 
of the presence of a mass with vague pressure 
symptoms, some pain, and occasionally hematuria. 
The pyelographic findings are similar to those of 
serous cysts. The treatment consists in resection 
when possible and nephrectomy when resection is 
impossible. 


Ball, Sir C. A.: Renal Hematuria. Urol. & Cutan. 
Rev., 1927, XXxi, 271. 

Hematuria may signify the presence of a tumor, 
a stone, a tubercle, or diffuse chronic interstitial 
nephritis. Because of the time interval between the 
attacks, the cause of the bleeding is difficult to 
determine. Delay in the diagnosis may be serious. 
The author reports five cases in which no gross 
pathological condition was evident at operation but 
nephrectomy was followed by improvement. 

S. Breyer, M.D. 


Lemberger, W.: The Operative Treatment of Deep 
Ureteral Stones (Ueber die operative Therapie 
tiefsitzender Uretersteine). Zétschr. f. urol. Chir., 
1926, xix, 259. 

The author cites a number of case histories show- 
ing how severe renal changes such as pyonephrosis 
and renal abscess may develop in the presence of a 
ureteral stone while for a long time the stone itself 
may cause no symptoms to arouse anxiety. Because 
of this fact operative interference should not be too 
long delayed when conservative measures fail to 
remove a ureteral stone. 

For the operative removal of ureteral stones 
which, because of anatomical conditions, usually 
remain in the lowest part of the ureter and are 
juxtavesical and intramural, a large number of pro- 
cedures have been devised, but at the present time 
the abdominal retroperitoneal route is usually em- 
ployed. In many cases this route is not unfavorable, 
but if the patient is obese and there are periureteral 
changes the exposure of the ureter is difficult, the 
peritoneum may be easily injured, and the operative 
risk is great. Moreover, the incision of the ureter is 
not always without unfavorable sequela, and peri- 
ureteral adhesions may lead to renewed trouble. 

The author recommends the transvesical route 
consisting in high section with slitting of the roof of 
the ureterovesical ostium for a distance of about 4 
mm. and dilatation of the ostium so that it will 
permit the introduction of a No. 18 (Charriére) 
sound. No force is necessary in the extraction of 
the stone. If the stone cannot be grasped at the 
time of the operation, its spontaneous expulsion 
after from eight to fourteen days may be expected. 
Spontaneous expulsion is favored by placing the 
bladder at rest by means of a suprapubic fistula; 
this combats ureteral spasm and renal reflex. When 


care is taken in making the incision, there will 
be no danger of a penetrating wound. 
Observations based on an extensive material have 
demonstrated that the incision of the ostium has no 
unfavorable effect on its function. 
The author reports ten cases which were cured by 
this method. Posner (Z). 


BLADDER, URETHRA, AND PENIS 


Blaustein, N.: Cystography an Invaluable Aid and 
Advanced Method of Diagnosis of Tuberculosis 
of the Genito-Urinary System: Preliminary 
— of Investigation. J. Urol., 1927, xvii, 
469. 

The author describes the pathological changes 
occurring in the bladder in renal tuberculosis. He 
explains the causative factors of splinting of the 
bladder and the deformities noted in cystography 
of the tuberculous bladder as follows: 

Highly acid urine and the products of tuberculous 
metabolism are strong irritants causing increased 
muscular activity of the ureter and bladder. The 
increased activity causes a hyperemia and the 
hyperemia favors penetration of the irritating 
products through the mucous membrane. ‘Their 
penetration causes, in turn, a dilatation of the 
capillaries in the musculature. This dilatation 
results in complete stasis with cell infiltration, 
proliferation of fibrous elements, and splinting of the 
muscle tissue. The muscle tissue becomes weakened 
in its function and in time is displaced by fibrous 
tissue. The ultimate pathological picture is that of 
infiltration, dilatation, and rigidity of the ureteral 
wall, shortening of the ureter, retraction of the 
ureteral meatus producing the so-called “ golf-hole” 
appearance, and infiltration, organization, and 
fibrosis of the bladder wall on the affected side, pro- 
ducing the typical “incline” bladder. 

The picture of “incline” bladder persists after 
nephrectomy and ureterectomy and is seen even 
after two years when, from its appearance and the 
patient’s condition, the bladder seems to be en- 
tirely free from tuberculosis. 

J. Sypney Rirrer, M.D. 


McCarrison, R.: The Experimental Production of 
Stone in the Bladder. Brit. M.J., 1927, i, 717. 


In experiments carried out to study the forma- 
tion of stones in the bladder, a large number of rats 
were placed on a diet lacking protein of animal 
origin, deficient in Vitamine A, and containing an 
excess of earthy phosphates. The rats were sac- 
rificed at various intervals. No calculi were found 
in the urinary tracts of animals killed before the 
fifty-sixth day. Of seventy-two rats fed on this diet 


for over fifty-six days, twenty-one (29 per cent) ’ 


were found to have calculi in the bladder. Chemical 
examination showed the calculi to consist mainly of 
earthy phosphates (calcium and magnesium) with 
traces of calcium oxalate. The stones were single or 
multiple; in one case there were five. 
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During the progress of these experiments necropsy 
was performed on a large number of rats fed in other 
ways. In none of them were calculi found in the 
bladder. 

The authors conclude that the diet used in this 
investigation favored the formation of calculi be- 
cause of the peculiar combination of faults, a de- 
ficiency of Vitamine A, absence of animal protein, 
excess of earthy phosphates, and possibly a toxic 
action on the urinary tract. The findings seem to 
corroborate the observation of Fujimaki (1926) 
that stone in the bladder and kidney can be pro- 
duced in rats by feeding synthetic diets deficient in 
Vitamine A for long intervals. 

Henry L. Sanrorp, M.D. 


Stevens, W. E.: Diseases and Abnormalities of the 
Female Urethra. California & West. Med., 1927, 
XXxvi, 471. 

Stevens emphasizes the frequency with which 
pathological conditions are found in the female 
urethra and the necessity for a careful examination 
of this organ in the presence of symptoms referable 
to the urinary tract. 

If possible, the urine should be retained for several 
hours before the examination. The meatus is cleansed 
with sterile gauze and pressure then made upon 
it. Any discharge obtained in this way is examined. 
The urethra is then carefully palpated and milked 
from behind forward and any excretion appearing 
at the meatus is examined. 

Following thorough douching of the vagina and 
cleansing of the vulva the urine is passed into two 
glasses. 

The urethra is next calibrated with olive-tipped 
bougies and examined through a Moore skenescope. 
The Moore skenescope is of great value also in the 
treatment of lesions of this portion of the urinary 
canal. 

After the skenescopic examination the patient is 
catheterized and, in the absence of stricture, is 
placed in the knee-chest position for urethroscopy. 
Stevens uses the McCarthy anterior urethroscope 
or the Kelly urethroscope and water-dilating, near- 
vision instruments, such as the McCarthy cysto- 
urethroscope or the Brown-Buerger universal cysto- 
scope for the deeper portion of the urethra. With 
these instruments, papillomata, polypi, and other 
pedunculated growths which may lie against the 
urethral wall will be seen floating in the field. The 
detection of chronic urethritis without discharge, a 
very common condition in women, is impossible 
without urethroscopy. 

Urethritis in the female is usually caused by infec- 
tion with the gonococcus, but may be due also to 
other organisms such as the colon bacillus. 

The urethral glands, especially those of Skene, are 
very frequently involved, and it is to infection of 
these structures that prolongation of the disease 
and its resistance to treatment are usually due. 

Hypospadias and epispadias are rare. Instances 
of complete and incomplete double urethra have been 


reported. Absence of the urethra and atresia of the 
urethra have been reported, but are extremely rare. 

Stiictures of the urethra are now recognized as 
important etiological factors in genito-urinary tract 
disturbances in the female. 

The majority of urethral strictures should be 
treated by gradual dilatation. This procedure best 
promotes absorption of the constricting exudate. 
Meatotomy, internal urethrotomy, or external 
urethrotomy with resection of scar tissue is some- 
times necessary. Many of the hard infiltrations 
render internal urethrotomy advisable. 

The common benign tumors of the female urethra 
are the polyp, papilloma, and caruncle. The malig- 
nant tumors are carcinoma and sarcoma. The 
former is uncommen and the latter very rare. 

Because of the shortness cf the canal, its lack of 
marked curvature, and its distensibility, stones are 
rarely found in the female urethra. 

Louts Gross, M.D. 


Iselin, A.: Malformation of the Posterior Urethra: 
A Clinical and Roentgenological Study (Mal- 
formation de l’urétre postérieur: étude clinique et 
radiologique). J. d’urol. méd. et chir., 1926, xxii, 
493- 


A man of 55 years complained of moderate 
difficulty in urinating. In the morning, if he re- 
sisted urination for some time, he experienced 
trouble in starting the stream. Exploration with 
ordinary instruments revealed an elastic obstruc- 
tion in the posterior urethra. However, a sharply 
angulated sound, even of large size, entered without 
difficulty. There was no residual urine. 

With the urethroscope, two congenital valve-like 
formations were found in the anterior urethra, but 
examination of the posterior urethra was unsatis- 
factory. By injecting the urethra with lipiodol, 
anteroposterior and oblique roentgenograms were 
made. These showed a dilatation of the posterior 
urethra which ended above in a cul-de-sac. The 
orifice leading to the bladder was found on the 
upper anterior wall of the dilatation. 

The deformity was believed to be congenital but 
corresponded to no type heretofore described. As 
the disturbances produced were slight, the treat- 
ment was limited to dilatation with sounds. The 
report is supplemented with diagrams and roent- 
genograms. ALBERT Dr Groat, M.D. 


GENITAL ORGANS 


Morrissey, J. H.: A New Technique for Perineal 
Prostatectomy with Preservation of the Exter- 
nal Sphincter. Surg., Gynec. & Obst., 1927, xliv, 
671. 

Because of variations and difficulties in the tech- 
nique of perineal prostatectomy, incontirence is a 
complication in a fairly large percentage of cases. 

Damage to the internal sphincter prior to opera- 
tion makes preservation of the external sphincter 
essential. 
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The technique described by the author is designed 
to preserve the external sphincter intact and obviate 
the necessity of cutting into the membranous 
urethra. With the patient in an exaggerated lithot- 
omy position, the incision is carried deeper in the 
center and the lateral fossw are dissected free by 
blunt dissection. The central tendon is incised 
sufficiently to allow retraction of the buib, and the 
transversus perinei muscle is retracted posteriorly. 
The necessity of cutting into the membranous 
urethra is obviated by the use of a special prostatic 
curve retractor. ‘The recto-urethralis is dissected 
free from the prostate, and the prostatic capsule 
is incised with a parallel incision well in the center 
of each lobe and at a safe distance from the prostatic 
incision. The lobes are then freed and the removal 
of the lobe from the prostatic urethra is accom- 
plished. The prostatic capsule is packed with gauze. 
The levator ani muscles are then brought together 
and the skin wound is closed with silkworm gut 
sutures, 

Perfect urinary control may be expected if this 
technique is followed carefully. 

C. Travers Sreprra, M.D. 


Southam, A. H., and Cooper, E. R. A.: The Pa- 
thology and Treatment of the Retained Testis 
in Childhood. Lancet, 1927, cexii, 805. 

The authors discuss the mechanism of descent of 
the testis and the function and pathology of the 
retained testis. They draw the following conclu- 
sions: 

1. The farther the pre-adolescent testis has dee 
scended in its normal route the more closely it 
corresponds to the scrotal gland of the same age. 

2. ‘The younger the age at which a retained testis 
is examined, the more normal its appearance and 
characteristics. 

3. Throughout pre-adolescent life the undifferen- 
tiated tubular cells retain their vitality and, as in 
the scrotal organ, undergo further specialization 
into cells of Sertoli. It is remarkable to find that 
the cells of Sertoli are very resistant to the con- 
tinuance of the malposition and are typical even in 
adult life. Since the cells of Sertoli persist in retained 
testes, it seems reasonable to suppose that they are 
trying to preserve the healthy condition of the germ 
cells. 

If the testis is still misplaced at the time that 
puberty is reached the cells of Sertoli seem to be 
incapable of preventing atrophic changes in the 
spermatogenous cells. 

4. The interstitial cells of Leydig are apparently 
not influenced by the abnormal situation of a 
retained testis. 

5. In no case of retained testis examined was 
there anything of an abnormal nature in the size 
or structure of the epididymis. In the retained 
testis the epididymis and testis were more fre- 
quently separated by a digital fossa of variable 
width, but a similar condition was observed also in 
some scrotal testes. 


6. It is now generally agreed that double cryp- 
torchidism is associated in both man and animals 
with aspermatogenesis, but the elaboration of the 
internal secretion responsible for the production of 
the secondary sexual characters is complete. 

7. The testis may be transplanted into the 
scrotum. Transplantation is the ideal operation as 
it places the organ in its natural position and gives 
it a chance to develop its full function. 

8. It appears justifiable to advocate the trans- 
plantation of the inguinal retained testis into the 
scrotum during the first years of life. 

S. Breyer, M.D. 


Wesson, M. B.: The X-Ray and Conservative Sur- 
gery in the Treatment of Malignant Tumors of 
the Testicle and Scrotum. California & West. 
Med., 1927, xxvi, 648. 

Wesson gives a preliminary report of the treatment 
of four cases cf seminoma of the testicle treated by 
orchidectomy and deep therapy (one case without 
complete treatment) and of a very rare sarcoma of 
the scrotal raphe. 

Sexual activity may be a factor in the etiology of 
such tumors as the majority developed between the 
ages of 20 and 40 years, the period of greatest sexual 
vigor. Undescended testicles in the inguinal canal, 
subject to frequent bruising against the pubic bone, 
are more prone to become cancerous than those in 
the scrotum. This is the only real evidence that 
trauma may be of etiological importance. 

Clinical recognition is primarily a matter of 
exclusion as the tumors present no pathognomonic 
signs or symptoms. 

The presence of a positive Wassermann reaction 
and an enlarged testicle does not necessarily indicate 
gumma. If intensive anti-syphilis treatment does 
not cause the immediate disappearance of the tumor, 
exploration is indicated. 

All swellings of the testicle must be considered 
malignant until they are proved benign; hence imme- 
diate surgical exploration is indicated in all doubtful 
cases. 

The treatment is of three types: (1) simple cas- 
tration, (2) radical operation for teratoma, and (3) 
castration and radiation for seminoma. 

Simple castration is justifiable only in cases of 
benign tumor. It is never justified in cases of malig- 
nant tumor. Orchidectomy is always effective when 
there are no metastases, but metastases may occur 
with the beginning of tumor growth and quickly 
pass through the primary field of lymph glands to the 
opposite primary field or into the inoperable second- 
ary field. 

The three objections urged against the radical 
operation are the impossibility of removing the 


lymphatic field completely without causing grave ' 


injury to vital structures, the high operative mor- 
tality, and the risk of operation when in so many 
cases the tissue removed shows no metastases. 
Simple orchidectomy with high ligation of the 
cord followed by thorough irradiation of the lym- 
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phatic area is apparently efficacious in cases of 
seminoma even when abdominal metastases are 
present. It is best to irradiate before operation with 
low voltage to the testicle and high voltage to the 
abdomen. High voltage irradiation should be 
repeated two months later, following removal of the 
testicle 

As soon as the patient recovers from the anesthet- 
ic, X-ray treatments should be begun. A second 
course should be given after six weeks. 

All patients with metastases who are treated by 
orchidectomy alone will succumb. 

The prognosis in cases of teratoma is unfavorable 
as the mortality of the radical operation is 12.4 per 
cent and there is danger of incomplete removal. 

It is not uncommon for death to result from metas- 
tases in the secondary lymph-bearing area after 
the primary area has been removed and found 
negative. Lovts Gross, M.D. 


MISCELLANEOUS 


Allemann, R.: Leucoplakia of the Urinary Tract 
(Sur la leucoplasie des voies urinaires). J. d’urol. 
méd. el chir., 1926, xxii, 4409. 


In this article the literature on leucoplakia of the 
urinary tract is reviewed. Mention is made of the 
various theories regarding the etiology of the con- 
dition and of certain classical cases reported in the 
literature. The author reports three cases of his own. 

Leucoplakia has been regarded as secondary. to 
various infections. Hallé believed that any chronic 
inflammation might be a cause. Nordique and 
Lavonius found a cause in tuberculosis and lithiasis. 
Li Virghi attributed all cases to syphilis because 
his cases all responded to anti-syphilis treatment. 

Posner demonstrated that epithelium of meso- 
dermal origin may become transformed into strati- 
fied squamous epithelium and concluded that the 
specificity of the germ layers is only relative. 
Marchand believed that in one of his cases the 
normal mucosa had been replaced by the in-growth 
of the stratified squamous epithelium from a urinary 
fistula. 

Leucoplakia is generally a very chronic disease, 
persisting for many years with periods of frequent 
and painful urination and often terminal hamaturia. 
The urine is relatively clear, but frequently contains 
desquamated cells. These cells contain glycogen, a 
fact of importance in the diagnosis. Long remissions 
are frequent. Urinary infection is the common 
terminal condition and eventually causes death. 
Lithiasis is also frequent. If this clinical picture is 
borne in mind a diagnosis can be made with a fair 
degree of certainty, even when the leucoplakia is in 
the upper urinary tract. Cholesteatoma formation 
in the kidney pelvis has complicated the symptoms 
by causing retention. Renal pain is frequent. It 
may be dull and continuous or have the character 
of the colic due to stone. 

A study of cases in the Necker clinic showed that 
leucoplakia is a primary disease which is com- 


plicated by infection only secondarily. The author’ 
accepts Lecéne’s theory that it is the result of over- 
growth of ectopic ectoderm. This theory seems 
warranted by the proximity of the wolffian duct to 
the ectoderm in embryonic life. 

As malignant transformation of leucoplakia has 
been frequently observed, radical operative treat- 
ment is justified. ALBert F. Dr Groat, M.D. 


Hinman, F.: Pyelovenous Backflow at the Time of 
Pyelography. Surg., Gynec. & Obst., 1927, xliv, 592. 
Pyelovenous backflow is frequently noted at the 
time of pyelography. ‘Tubular backflow for a short 
distance into the papillary ducts also occurs. In the 
case of pyelovenous backflow, radiation into the 
cortex first appears as a cone or funnel deformity 
from the base of the pyramids, and if the back 
pressure is sufficient may later show the arching 
from filled anastomotic venous arches. Radiation 
into the cortex then appears along the interlobular 
veins, a picture that never occurs with tubular back- 
flow. In the latter there is a short  brush-like 
radiation from the tip of the papilla into the medulla 
for a short distance. When unrecognized, such 
pyelovenous and papillary backflow may lead to 

errors in the interpretation of pyelograms. 

C. Travers Sreprea, M.D. 


Barrington, F. J. F.: Affections of Micturition 
Resulting from Lesions of the Nervous System. 
Proc. Roy. Soc. Med., Lond., 1927, Xx, 722. 


The author discusses the anatomy of the nerve 
supply controlling the bladder and urethra. ‘The 
hypogastric plexus is formed by the anastomosis of 
branches of the hypogastric nerve and the pelvic 
nerve which innervate the bladder and unstriped 


‘muscle of the urethra proximal to the compressor 


urethra. The pudic nerve gives rise to a branch 
which supplies the compressor urethra. ‘These three 
pairs of nerves containing afferent as well as eTerent 
fibers are concerned with micturition, but none of 
them exclusively with this function. 

A review of the literature of work fone on dogs 
and cats showed that stimulation of the spinal cord 
does not result in contraction of the bladder if both 
hypogastric and both pelvic nerves are divided, 
proving that the central nervous system can in- 
fluence the bladder only through these paths. After 
section of both hypogastric nerves micturition is 
performed normally. Whereas division of both 
pelvic nerves is followed by retention of urine with 
overflow, these nerves carry the impulses of distress 
accompanying acute retention, since after the divi- 
sion of the nerve the animals show no distress from 
retention. After a variable period automatic mic- 
turition occurs and incontinence ceases, but there is 
a large volume of residual urine. Subsequent divi- 
sion of the hypogastric nerves does not alter the 
condition. Then if the pudic nerves are divided the 
automatic micturition ceases and the animal is more 
or less continually incontinent. It follows that the 
pudic nerves must carry impulses to the central 
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nervous system which produce the conscious desire 
to micturate. 

Clinically, a loss of function of the pelvic nerves 
producing the syndrome described arises not uncom- 
monly after labor, often in incarceration of a gravid 
uterus and occasionally following pelvic operations, 
particularly excision of the rectum. In the two 
former conditions there is no solution of continuity 
of the two nerves and recovery occurs after relief of 
the pressure. In the latter case, when the injury has 
—— pyelonephritis commonly leads to 
death. 

After division of both pudic nerves cats mic- 
turate as before but they have more or less incon- 
tinence evidenced by the escape of a few drops of 
urine when they make a straining muscular effort. 
Surgical operations injuring these nerves, such as 
external urethrotomy, may produce such an incon- 
tinence but it is not serious. When the proximal 
urethra is destroyed during suprapubic prostatec- 
tomy and occasionally by prostatic suppuration, any 
perineal procedure after either of these which 
involves the compressor urethra is likely to be 
followed by permanent incontinence. 

A prostatic abscess occurring spontaneously is a 
fairly frequent complication of central nervous lesions 
not involving the pudic nerves or their origin, since 
the urine is held only by the compressor urethrz 
subjecting the openings of the prostatic ducts to 
intravesical pressure. The same is true of urethral 
stricture. It is very rare in senile enlargement of the 
prostate because the openings of the prostatic ducts 
are distal to the obstruction. 

During the same experimental work all of the 
dorsal spinal roots were divided. This resulted in 
retention of urine with overflow incontinence. 
Lesions of the mucous membrane of the bladder 
occur often with hematuria. The urethra remains 
constantly firmly contracted. The urine only drips 
away and is not passed voluntarily in jets. This 
condition is found in tabes, and if the disease is 
complicated by a prostatic abscess, perineal drainage 
will result in an external fistula due to the positive 
pressure of the urine in the bladder, a condition that 
can be dealt with only by a permanent suprapubic 
cystotomy. 

Other experimental observations on micturition 
have been successfully performed on decerebrate 
cats. If the bladder is distended with water, a 
reflex micturition occurs. It can occur spontaneously 
without any appreciable residual urine if the animal 
is kept alive by careful regulation for a sufficient 
length of time. Micturition will take place then in 
the absence of the parts of the brain in front of the 
fairly constant plane of decerebration which goes 
through the superior colliculi dorsally and through 
the crura at the superficial origin of the third nerves 
ventrally. 

The paths of the micturition reflexes were 
determined in decerebrate cats by tying a cannula 
into each cut end of the urethra divided proximally 
to the compressor urethra and observing the varying 


conditions by means of a water manometer con- 
nected with each cannula. Micturition was found 
to be composed of five reflexes as follows: 

1. Distention of the bladder gives rise to strong 
contraction of the bladder. Both efferent and 
afferent paths are in the pelvic nerves and the reflex 
is situated in the hind brain. 

2. Running water through the urethra gives rise 
to strong contraction of the bladder. The efferent 
path is in the pelvic nerve, the afferent in the pudic, 
and the reflex is in the hind brain. 

3. Distention of the urethra between the internal 
meatus and compressor urethre gives rise to weak 
contraction of the bladder. Both efferent and afferent 
paths are in the hypogastric nerves and the reflex in 
the cord. 

4. Running water through the urethra gives rise 
to relaxation of the urethra. Both paths are in the 
pudic nerves and the reflex in the cord. 

5. Distention of the bladder gives rise to relaxa- 
tion of the urethra. The efferent path is in the pudic 
—_ the afferent in the pelvic, and the reflex in the 
cord. 

The author gives a detailed physiological exposi- 
tion of the relation of these reflexes and their 
clinical application. 

The efferent paths of micturition are in the dorsal 
parts of the lateral columns of the spinal cord. As 
micturition is affected in Erb’s paraplegia, diagnostic 
errors may occur if the patient happens also to have 
an enlarged prostate. 

The micturition centers in the hind brain of the 
cat were found by means of the stereotoxic instru- 
ment of Clarke. They are located at the anterior 
end of the hind brain just ventral to the internal 
edges of the superior cerebellar peduncles. In man, 
pontine gliomata may affect the micturition center. 

The article contains a comprehensive bibliography. 

J. Epwin Kirkpatrick, M.D. 


Ball, W. G.: The Value of Modern Methods of 
Investigation in the Diagnosis and Treatment 
of Hzematuria. Lancet, 1927, ccxii, 473. 


In hematuria the bleeding may be microscopic or 
severe enough to discolor the urine. When the urine 
is discolored the microscope should be used to deter- 
mine whether the discoloration is due to blood or 
some other pigment. When it is due to blood, the 
site of origin of the bleeding must be determined. 
Conclusions drawn from gross inspection of the 
urine and even the three-glass test are often inac- 
curate. The cessation of the bleeding after irrigation 
of the bladder suggests that a renal lesion is re- 
sponsible, whereas persistence of the bleeding indi- 
cates that the cause is a vesical lesion. The passage 
of blood clots (ureteral casts) suggests that the 
bleeding is of renal origin. General constitutional 
diseases associated with hematuria must be ruled 
out by tests of renal function, and examinations for 
arterial disease, cardiac lesions, haemophilia, scurvy, 
etc. It must be borne in mind, however, that both a 
constitutional disease and a local genito-urinary 
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lesion may be present simultaneously. Much infor- 
mation may be gained from the history regarding 
the type of the hematuria, its persistence, its fre- 
quency, its amount, and its relation to other symp- 
toms. 

Cystoscopy is most valuable during the period of 
bleeding as it will show whether the blood comes 
from the bladder or the kidneys. The abnormalities 
observed around the ureteral meatus indicate the 
side on which a renal lesion is situated. If the blad- 
der appears normal, other methods of investigation 
are necessary. 

The assistance of roentgenography should be 
sought first. The X-ray will show the presence of a 
calculus or any other abnormality capable of cast- 
ing a shadow. The entire urinary tract should be 
included in the roentgenogram. 

Foreign material in the appendix and calcareous 
lymphatic glands lying along the course of the ureter 
or in the mesentery are frequently responsible for 
erroneous diagnoses of calculus. In such cases ma- 
nipulation of the abdomen during the roentgeno- 
graphic examination or even a change in the patient’s 
position may reveal a degree of mobility in the 
shadow which would be impossible if it was cast by 
a calculus in the urinary tract. Pelvic phleboliths are 
also commonly demonstrated in roentgenography. 
A single shadow associated with hematuria suggests 
a stone. 

Whenever a shadow of doubtful nature is pre- 
sented, the introduction of an opaque ureteral 
bougie will show its relationship to the course of the 
ureter or the renal pelvis, especially in a stereoscopic 
picture. Blockage of the passage of the bougie may 
be due to a calculus. If the bougie can be passed 
and does not displace the shadow, the latter may be 
due to a calcareous gland adherent to the ureter. 
The injection of sodium bromide through a ureteral 
catheter will distend the ureter and renal pelvis and 
thereby show a shadow in the renal pelvis or ureter 
or a stricture of the former or a dilatation of the 
latter. It will demonstrate also the relationship of 
any shadow caused by lesions outside the tract. 
Its distance from the ureteral wall may indicate a 
possible cause of the hamaturia. ; 

Some stones are not demonstrable by roentgenog- 
raphy. Among these are the pure uric acid: stones. 
Renal stones lie within the pelvis of the kidney or in 
the calyces and cause symptoms early through dis- 
tention of the calyces without altering the shape of 
the pelvis. This ballooning of the calyces is charac- 
teristic. Pyelographic shadows due to obstruction 
of the ureter or renal pelvis by some lesion outside 
of the tract demonstrate distention of the renal pelvis 
without involvement of the calyces, as in movable 
kidney, congenital hydronephrosis, hydronephrosis 
due to aberrant vessels, and even strictures or 
deformities of the ureter from the adhesion of cal- 
careous glands or the appendix. 

It is emphasized that in cases of multiple calculi 
aroentgenogram may not show all of the stones that 
are present. 
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Severe hematuria is suggestive of a neoplasm, 
especially if the bleeding is unilateral. Simple roent- 
genography may reveal a large kidney. In the ab- 
sence of bleeding an investigation of both kidneys 
may be necessary. Even in the early stages, growths 
of the renal —— have a tendency to bulge 
into the renal pelvis rather than to extrude from the 
kidney surface, thereby splaying out and elongating 
the calyces in a Y-shaped form. In the later stages 
growths of the renal pelvis tend to fill up the pelvis 
and prevent the introduction of fluid. In the early 
stages an irregular filling defect is suggestive of a 
papilliferous growth. Sometimes such growths are 
seen in the bladder on cystoscopic examination. 

In addition to the bleeding there may be pyuria 
due to the causes mentioned. The isolation of the 
infecting bacteria is necessary. The nature of the 
micro-organism may indicate the type of the renal 
lesion. The renal lesion may be secondary or 
primary. The finding of the staphylococcus pyog- 
enes aureus may indicate a renal infarct secondary 
to furunculosis. Typhoid infections are common. 
The finding of the tubercle bacillus or a positive 
inoculation test for tuberculosis may reveal the 
nature of the condition. 

Bilateral renal tuberculosis is not amenable to 
surgery, but in unilateral involvement surgery is 
possible. Cystoscopy is an important aid in deter- 
mining whether the condition is unilateral or bilat- 
eral. It will reveal congestion, tubercles, ulcers, 
cedema, dragging of the ureteral orifice upward, or 
rigidity of the margins of one ureter. Bilateral 
involvement of the ureters does not necessarily 
indicate bilateral rena! involvement; a later examina- 
tion after a period of rest may show only unilateral 
involvement. Occasionally the bacilli are found in 
the absence of any indication of the side of the 
involvement. Catheterization gives the necessary 
proof; the presence of a purulent sterile urine on one 
side only may serve as an indicator. Roentgenography 
may reveal caseous or calcareous deposits. Pye- 
lography may be tried but is not entirely harmless. 
It may show an irregularly shaped calyx or an 
irregular margin to the renal pelvis. If all of these 
investigations fail, renal functional tests may be 
applied to each kidney. In the absence of macro- 
scopic lesions, however, the diagnosis of the site of a 
—— focus in the urinary tract is very diffi- 
cult. 

Acute non-tuberculous infections of the urinary 
tract are usually diagnosed easily. When there is 
kidney involvement the vesical symptoms are the 
most evident, but in some cases there may be few 
symptoms except fever and urinary infection 
determinable by urinalysis. Bilateral infection is 
presumable evidence of a generalized infection, but 
obstructive lesions such as enlargement of the pros- 
tate, urethral stricture, fibroids, pregnancy, or 
inflammation of the tubes should first be eliminated 
as causes. A unilateral infection, although possibly 
of like origin, is usually due to some localizing fac- 
tor. The obstructive lesion, however, is not always 
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demonstrable as in early hydronephrosis with a 
movable kidney or an abnormal renal vessel. The 
associated factor also may lie within the tract or 
outside of it (appendix or colon). 

The diagnosis of “essential” or “idiopathic” 
hematuria is not as common today as formerly, 
since, with more accurate means of investigation, 
some responsible factcr such as chronic nephritis is 
usually found. However, there are still a number of 
cases of hematuria in which no lesion can be found 
in the kidneys. Some cases are explained by the 
presence of minute nevi. These may be missed by 
one observer and found by another. As a rule such 
lesions cannot be recognized before operation. 

With the advance in diagnosis has come a cor- 
responding advance in treatment. A stone in the 
kidney can be easily removed by pyelotomy. Pyelog- 
raphy gives information as to renal destruction and 
the advisability of nephrectomy. ‘The renal func- 
tional tests are also of great value in prostatic 
enlargement. The finding of hydronephrosis enables 
us to institute earlier intervention so that some of 
the kidney may be saved by timely operation. 
Pyelography makes possible the diagnosis of malig- 
nancy of atumor. The intravesical procedures, such 
as lithotrity, the fulguration of villous tumors, the 
passage of bougies for the expulsion of ureteral cal- 
culi, and diathermic procedures for the destruction 
of portions of the prostate have reduced the opera- 
tive mortality of these conditions. 

Louts NeuwE tt, M.D. 


Ferrier, P. A.: The Control of Urinary Hamor- 
rhage. California & West. Med., 1927, xxvi, 480. 
Ferrier says that while the control of urinary 
hemorrhage is often simple, there are instances 
which tax the resources of the most skillful surgeon. 
Clotting power may be at fault. There may be a 


deficiency of calcium, prothrombin, platelets, or 
tissue juice, so-called thrombokinase. If calcium is 
lacking, as, for example, in chronic jaundice, the 
administration of 10 c.cm. of 10 per cent calcium 
chloride intravenously on three successive days will 
restore the clotting power. The common practice 
of giving calcium lactate by mouth is ineffective 
because little of the calcium so given is absorbed. 
In hemophilia, prothrombin is lacking. In pur- 
pura, the platelets are deficient. These may be sup- 
plied only by blood or tissue juice from another 
person. 

The clotting power may be raised above the nor- 
mal by increasing the thrombokinase locally or 
generally. It may be done locally by squeezing out 
the patient’s own tissue juices (Freyer advises 
massaging the prostatic capsule after enucleation), 
by heat, by transplanting muscle tissue, or by apply- 
ing cephalin or thromboplastin. For general action 
the cephalin or thromboplastin may be injected sub- 
cutaneously. 

In all cases of serious haemorrhages blood trans- 
fusion is indicated both to replace the loss of blood 
and to promote clotting. Undesirable reactions are 
fewest following the use of whole blood. 

In bleeding from pyelitis the injection or silver 
nitrate solution up to 5 per cent is effective if com- 
bined with the elimination of focal infection and the 
correction of faulty drainage. 

In cases of bleeding from the lower urinary tract 
in which the lesion cannot be removed, rest, the use 
of the indwelling catheter, continuous two-way 
irrigation with a 1:15,000 silver nitrate solution, and 
fulguration or diathermy are to be considered. In 
spite of its limitations in the cure of malignancy of 
the bladder and prostate, radium is invaluable for 
the arrest cf hemorrhage. Deep X-ray therapy is 
also useful. Louts Gross, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


eet “ees H. W.: Exostosis. Radiology, 1927, viii, 
282. 

The author emphasizes the value of roentgeno- 
grams taken at right angles to determine the exact 
size, site, and structure of a tumor of bone. Expe- 
rienced roentgenologists can accurately diagnose 
an osteochondroma, commonly termed “exostosis.” 
By means of roentgenograms, valuable information 
as to the relationship. of the tumor to surrounding 
%mportant structures is obtained and the differen- 
tiation of local and generalized types of benign and 
malignant tumors is possible. The amount of bone 
and cartilage in the tumors varies considerably. 
Usually there is a cartilaginous cauliflower-like, 
head surrounded by a bursa which, when injected, 
suddenly enlarges. This enlargement is not infre- 
quently mistaken for rapid growth of the tumor 
and sometimes for malignancy. 

Meyerding has rearranged the classification 
adopted by the Clinical Pathological Association 
and the Sarcoma Registry:so as to lead from the 
simple inflammatory lesions to the malignant and 
metastatic groups. 

A series of 265 cases of exostosis observed and 
treated at the Mayo Clinic is reviewed. The diag- 
noses were verified by pathviogists. The average 
age of the patients was 27 years. One hundred and 
fifty patients were males. Although heredity is an 
acknowledged etiological factor in exostosis, atten- 
tion is directed to the small percentage of the 
patients in this group who gave a positive history. 
Only four of them had noted similar conditions in 
their families. Twelve gave a history of arthritis. 
Other incidental diseases were rare. Thirty-nine 
per cent gave a history of injury in the region of 
the growth, but in the author’s opinion the injury 
merely called attention to a pre-existing tumor 
which had not been noted. Meyerding believes that 
heredity and metabolic disturbances in childhood 
are the most important factors, and that trauma is 
of less importance than the histories suggest. 

The age incidence of exostosis is similar to that of 
sarcoma of the long bones, practically 80 per cent 
of exostoses and 75 per cent of bone sarcomata 
occurring between the ages of 11 and 40 years. The 
distribution is also similar. This similarity is shown 
in a diagram. The tumors in each group arise most 
commonly about the knee and shoulder, especially 
in the lower end of the femur and the upper end of 
the humerus. In the cases of exostosis reviewed, 
sixty-five tumors were found in the femur, thirty- 
four in the tibia, thirty in the humerus, and twenty- 
six in the foot. 


The symptoms were usually a painless swelling 
and deformity. Stiffness of the joints was rare. 
Forty-five of the patients complained of dull pain 
which occasionally became sharp. The Wassermann 
reaction was positive in only two of 189 cases. 
Usually slight tenderness was elicited on firm 
pressure. The skin was freely movable because of 
the formation of bursw. ‘There was no local heat, 
and venous congestion was rare. The tumors were 
usually hard and fixed. 

According to the roentgenographic findings of 
exostosis the cortical point of origin is in the di- 
aphysis near the epiphyseal line, most commonly in 
the lower end of the femur and the upper end of the 
tibia and humerus. The base of the tumor varies 
from a narrow to a broad pedicle, and the tumor 
ranges from a bony projection to a pedunculated 
mass of varying size. The cortex of the bone and 
the pedicle of the tumor may appear to be con- 
tinuous. A cartilaginous cap is common; frequently 
this has a cauliflower-like appearance. Inflamed 
burse may produce distended sacs. The tumors 
may be local or general. There is penetration 
rather than invasion of tissue. No absorption of 
bone occurs unless there is pressure on neighboring 
structures. The periosteum is expanded over the 
tumor which usually occurs away from the joints. 

The treatment of these tumors is surgical when 
their presence causes deformity or pain. Cauteriza- 
tion of the base and the use of a rubber tissue drain 
is advisable. In cases of sinzle tumors the prog- 
nosis is good. Of the patients heard from after 
being dismissed from observation, 75 per cent 
reported themselves cured. There was no surgical 
mortality. 


Hadjopoulos, L. G., and Burbank, R.: A Prelim- 
inary Study Bearing on the Specific Causative 
Factors of Multiple Infective Arthritis. /. 
Bone & Joint Surg., 1927, ix, 278. 

Experimentation on animals with the intravenous 
injection of a variety of streptococcus caused 
septic joints rather than chronic arthritis. Blood 
cultures from patients with arthritis were negative, 
but hanging drop preparations from broth cultures 
showed a streptococcus-like organism. 

When an alexin in the freshly drawn blood of a 
group of patients with arthritis had been neutralized, 
10 per cent of the cases showed a growth of strep- 
tococci. When rabbits, guinea pigs, and mice were 
injected with strains of the isolated streptococci, 
they developed the symptoms of chronic infective 
arthritis with the usual roentgen-ray findings. The 
primary cause seemed to be a highly selective group 
of streptococci. A secondary réle may be played by 
bacilli and staphylococci. W. P. Biount, M.D. 
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Hibbs, R. A.: Some Aspects of the Problem of 
Joint Tuberculosis. South. M. J., 1927, xx, 278. 
The New York Orthopedic Dispensary and Hos- 
ital with its Country Branch, established twenty-two 
years ago, is particularly well fitted for the long- 
time treatment and study of cases of joint tuber- 
culosis. 

Hibbs had made an end-result study of twenty- 
seven cases of knee-joint tuberculosis which were 
treated at the Country Branch and have been under 
observation for from five to fifteen years. In 13 
per cent of these an incorrect diagnosis was made, 
and in seven cases death occurred from some other 
form of tuberculosis. In forty-three of the knees the 
condition became quiescent, but in sixteen it again 
became active. Of the twenty-seven in which it 
remained inactive, the joint is stiff in five and has 
varying degrees of motion in twenty-two. The 
final result of the conservative treatment in thirty- 
three cases was active disease. Sixteen of the 
patients were subjected subsequently to operative 
fusion of the knee and then remained free from 
symptoms. 

The average length of conservative treatment in 
these seventy-seven cases was six and a half years 
and the average period of observation was fifteen 
years. 

The results of conservative treatment of tubercu- 
losis of the hip at the Country Branch are still less 
favorable. In the period from 1904 to 1921, 208 
cases were treated. Errors in diagnosis were made 
in forty-six cases. One hundred and fifty patients 
were observed for from three to fifteen years. Of 
this number, thirty-six died, twenty from tubercu- 
losis, six from other causes, and six from causes 
unknown. Of the 114 other cases, the condition is 
still active in seventeen, quiescent with free motion 
in two, and quiescent with limited motion and 
varying degrees of deformity in forty-one. The 
average duration of treatment in these 114 cases 
was seven and three-tenths years. In eighty cases 
anoperation for hip fusion was done, a cure being 
obtained in a high percentage. ‘Tuberculosis of the 
joints of the upper extremities has a better prog- 
nosis as these joints are subjected to less traumatism 
than those of the lower extremities. 

This study seems to offer convincing evidence 
that our conception of the cure of joint tuberculosis 
must be revised and our methods of diagnosis per- 
fected. Most of the studies made upon the end- 
results in the treatment of the disease are unreliable 
because of errors in diagnosis and because of 
failure to observe the cases over a long period of 
time. In cases that have been classified as cured a 
relapse may occur ten, fifteen, and twenty years 
after the discontinuance of treatment. 

In the author’s opinion there is no evidence as 
yet to prove that heliotherapy has any particular 
favorable influence upon the progress of the disease 
and the belief that it does may delay the proper 
study of the condition for some time. 

Norman C. Buttock, M.D. 


Caraven and Lecéne: Two Cases of Rupture of the 
Tendon of the Long Head of the Biceps (Deux 
cas de rupture du long biceps). Bull. et mém. Soc. 
nat. de chir., 1927, liii, 361. 

This article reports two cases of rupture of the 
tendon of the long head of the biceps, one of which 
was treated surgically. The surgically treated case 
was that of a man 65 years of age who, while engaged 
in heavy work to which he was not accustomed, 
suddenly experienced a marked diminution of the 
power of flexion of his right forearm. Examination 
sixteen days later revealed a small area of ecchy- 
mosis on the outer and upper surface of the arm and 
another on the medial and inferior surface. The 
short head of the biceps seemed abnormally prom- 
inent, while the long head was retracted and formed 
a voluminous mass in the lower portion of the arm. 
In the region normally occupied by the long head 
of the biceps there was a longitudinal groove in the 
depth of which the humerus could be palpated. 
In the lower portion of the groove there was a 
tender, immobile cigar-shaped mass which evidently 
represented the tendon of the long head with con- 
tracted secondary attachments. 

As the loss of strength was sufficient to interfere 
with the patient’s work, operation was believed to 
be indicated. An incision was made along the 
anterior border of the deltoid, directly over the 
abnormal depression referred to. The tendon was 
found to have retracted out of the intertubercular 
groove and to be doubled back on itself. The end 
of the tendon was soft and white, having the appear- 
ance of an articular foreign body. To discover the 
upper fragment of the tendon, a very small incision 
was made through the deltoid and directly between 
the greater and lesser tubercles. As the inter- 
tubercular groove at this point contained only a 
nyperemic fibrous strand, the rupture was evidently 
intra-articular. By means of a forceps passed 
through the upper incision and the tendon sheath, 
the tendon was drawn up between the tubercles 
where the end was sutured to the fibrous tissue on 
the anterior lip of the groove. A loop made by 
plicating the tendon was then sutured to the 
aponeurotic investment of the deltoid. This gave 
to the tendon its normal tension. 

The patient made an uneventful recovery with 
almost complete restoration of function. 

The other case reported was of a man 62 years 
old. The rupture of the tendon occurred while the 
patient was cranking an automobile. The physical 
findings were similar to those in the first case, but 
as the disability was very slight, no treatment was 
given. De Groat, M.D. 


Iselin, M.: Injuries of the Hand and Fingers from 
Indelible Pencils: Aniline Dye (Les blessures de 
la main et des doigts par crayons d’aniline). Presse 
méd., Par., 1927, XXxv, 407. 

Injuries of the fingers from aniline (indelible) 
pencils, although not very common, are important 
as incorrect treatment may result in the loss of the 
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digit from aseptic chemical necrosis. Up to the 
present time about sixty cases have been reported, 
the majority of them being in Germany and Aus- 
tria. The condition was first described by Erdheim 
in 1920. 

The lesion is essentially a necrosis from the action 
of the methyl violet dye which is present in the 
form of the broken-off point of the pencil or as 
tiny particles which were scattered through the 
tissues either at the time of the injury or in attempts 
to extract the pencil point with forceps. The ne- 
crosis is aseptic; no organisms have been cultured 
from the lesion. There is a zone of cellular disin- 
tegration surrounded by a zone of oedema, in which 
only a very slight leucocytic infiltration can be 
seen. 

Erdheim, Grass, Kruger, Torraca, and others 
have done some experimental work on the effect of 
the dye on the tissues. They found that its action 
is not stopped by the simple removal of the small 
bit of the pencil point in the tissues. As long as 
any coloration is present, the necrosis continues. 

The condition becomes manifest a variable time 
after the accident. Following the removal of the 
foreign matter the wound will not heal; the sutures 
separate and allow the discharge of a clear blue 
serum. In some cases the cellular destruction goes 
on under the skin until there is a collection of blue 
fluid which produces a fistulous track through the 
skin. If radical treatment is not given the necrosis 
involves the tendon, aponeurosis, and bone. 

As a fule there is not much general reaction and 
the condition tends to remain localized, but German 
surgeons have described a mild general reaction 
characterized by a short period of malaise, fatigue, 
loss of appetite, and headache. Gartenmeister re- 
ported a case in which jaundice without gastro- 
intestinal symptoms developed one and a_ half 
months after the patient left the hospital. The 
coloration was most apparent in the conjunctive 
and was associated with a fever of 101.3 to 102.2 
degrees F. and a slight leucocytosis. The reaction 
was attributed to the action of the analine dye on 
the liver. 

If the condition is untreated the loss of the finger 
results. 

Glass has reported two cases of necrosing pana- 
ritium, a similar condition due to aniline dye. The 
patients were young women who had dipped furs 
into a dye bath with their bare hands. The dye 
had entered the tissues through minute scratches 
in the skin at the base of the nails. 

The treatment of aniline dye poisoning is surgical. 
All of the tissue colored blue by the dye must 
be removed. The periphery of the wound which 
shows a blue color is just as dangerous as the original 
foreign matter. If the bone has been affected and 
is colored it must be curetted. After the operation 
on the bone, the use of the ultraviolet rays may 
be beneficial. 

Iselin reports a case of his own and reviews a 
number of others. Micuaet L. Mason, M.D. 
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Kahn, M., and Cohn, L. C.: The Diagnosis and 
Treatment of Bone Lesions of the Hand and 
Foot, with Special Reference to Bone Tumors. 
Radiology, 1927, viii, 289. 

This article is based on the histories, roentgeno- 
grams, and gross and microscopic specimens of 
eighty-nine cases of bone lesions of the hand and 
foot seen at the Johns Hopkins Hospital, Baltimore. 
The pathological diagnosis in sixty-five cases was 
exostosis in twenty-eight, chondroma in eleven, 
giant-cell tumor in eight, myxoma in six, osteitis 
fibrosa in four, sarcoma in two, osteomyelitis in two, 
epithelial lined cyst in two, hemangioma in one, 
and ossifying haematoma in one. 

The diagnosis of the largest group, the exostoses 
or osteomata, is rarely difficult. In osteomyelitis 
of the hand or foot the findings are the same as in 
osteomyelitis elsewhere in the body. Epithelial 
lined cyst, hemangioma, and ossifying haematoma 
present no positive clinical picture nor characteristic 
roentgen appearance. The recognized infrequency 
of sarcoma distal to the wrist and ankle was again 
demonstrated in this study. Attention is called to 
the fact that chondroma, myxoma, giant-cell tumor, 
and osteitis fibrosa give no characteristic roentgen 
findings upon which a positive diagnosis can be 
based. From the standpoint of treatment it is 
especially important that myxoma be recognized 
by the surgeon as the use of the cautery offers 
practically the only chance for the cure of this 
tumor. Hartune, M.D. 


Cochrane, W. A.: A Consideration of Backache 
from the Orthopedic Standpoint. Edinburgh 
M.J., 1927, xxxiv, Med.-Chir., Soc. Edinburgh, 61. 

Cochrane, W. A.: A Demonstration of Methods of 
Examination of Cases of Back Strain. /din- 
burgh M. J., 1927, xxxiv, Med.-Chir., Soc. Edin- 
burgh, 79. 

Cochrane considers industrial back injuries from 
the following six angles: 

1. The anatomical type of the subject. The 
slender hypermobile spines with small vertebra and 
flat articular facets cannot withstand the stress of 
heavy work. They frequently have a high fifth 
lumbar vertebra or six lumbar vertebra. 

2. Back pain arising during light or heavy work 
in or who use the body in positions of mechan- 
ical disadvantage, In these, the important factor 
is often the chronic lumbosacral or sacro-iliac strain 
of poor posture. In acute traumatic sacro-iliac 
strain, any displacement is in the nature of a rota- 
tion which, if it is revealed in the roentgenogram at 
all, appears as an asymmetry at the pubis. 

3. Persistent pain in the lumbosacro-iliac region 
when the roentgenogram reveals no evidence of a 
gross lesion. Most of these cases are due to persist- 
ing extrinsic lesions, i.e., muscular or aponeurotic 
strains. 

4. Disproportionate pain induced by trauma to a 
spine with a pre-existing symptomless arthritis. 

5. Anatomical variations in the lumbosacro-iliac 
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region in relation to accident and injury to the back. 
An asymmetrical arrangement is essentially a poor 
mechanical arrangement and likely to give out under 
the strain of heavy work. The commonly existing 
bursa between an enlarged fifth lumbar transverse 
process and the top of the sacrum and a semi-sacral- 
ized filth lumbar vertebra are very subject to 
strain. Incomplete closure of the spinal arches, 
or spina bifida occulta, in the presence of poor 
body mechanics, excessive lumbar lordosis, and 
forward tilting of the pelvis deprives the spine of 
the support of the impingement of the spinous 
processes between the fifth and first sacral ver- 
tebrie, thus throwing increased strain on the 
locked-home sacro-iliac joints. 

6. The mental problem. 

Cases of back strain are divided into five groups: 
(1) acute traumatic strain, 60 per cent; (2) general 
postural strain, 10 per cent; (3) lumbosacral strain, 
12 per cent; (4) sacro-iliac strain, 8 per cent; and 
(5) combined pelvic joint strain, 2 per cent. 

The conclusion is drawn that injury of the back is 
often only one factor in the problem, and that 
injury and strain are apt to be the last link in a 
chain of physical unsuitability, poor body mechan- 
ics, and possibly anatomical variations, long-stand- 
ing disease, or fracture of the spine. 

In discussing the methods of examination which 
should be employed routinely in cases of back 
strain, Cochrane emphasizes the importance of an 
exact history. The patient should be questioned 
regarding the mode of onset of the condition and 
its immediate and late symptoms. The chief deter- 
minations to be made in the examination are the 
following: 

1. The body type and the general statics and 
body posture. Poor general bodily mechanics and 
posture have an important etiological and prognos- 
tic significance. The posture in sacro-iliac strains 
is characteristic. 

2. The lumbar curve. This is usually exaggerated 
in static abnormalities in which there has been no 
trauma and is flattened in cases of intrinsic lesions, 
sciatic scoliosis, and muscle spasm due to injuries 
to the muscles or aponeuroses. 

3. Lateral deviations of the column. These may 
be merely attitudinal, as from inequality in the 
length of the legs; temporary and _ positional, as 
from muscle spasm; or definite and fixed as from 
structural abnormalities or disease. An examination 
for rotation of the spine should also be made. 

4. Situation and distribution of pain and ten- 
derness, and the presence or absence of muscle spasm. 

5. Movements of the spine. The movements 
should be tested with the patient standing, sitting, 
and in dorsal, lateral, and ventral recumbency. 
Hypermobility occurs in cases of general postural 
strain in persons of the slender type of anatomical 
structure. , Rigid immobility in every direction 
points to an intrinsic lesion of the spine. Asym- 
metrical immobility may be due to an intrinsic or 
an extrinsic lesion. In lumbosacral lesions, flexion 


middle and upper lumbar region. 


takes place in the hip joints and dorsolumbar 
regions, while in sacro-iliac lesions the patient first 
flexes the lumbar spine, continues the movement by 
tilting the pelvis until the ham-strings become 
taut, and then flexes the knees. In lumbosacral 
lesions flexion is as limited in the sitting position 
as in the standing position. Patients with sacro- 
iliac lesions can bend forward quite easily as no 
leverage is transmitted to the pelvis. 

6. Other determinations. Muscle atrophy should 
be noted, the reflexes and sensation tested, and 
roentgenograms made. Ricnarp F. Hernpon, M.D. 


Herndon, R. F.: Back Injuries in Industrial 
Employees. J. Bone & Joint Surg., 1927, ix, 234. 


Herndon reviews 941 cases of back injury in 
industrial employees. Sprain occurred in 498 cases 
(53 per cent). Two-thirds of the sprains occurred in 
the lumbosacral region and about a fourth in the 
About half 
seemed to be unilateral, while the other half were 
located centrally. The average period of disability 
in the 310 cases in which it is known was five weeks. 
This showed a steady increase from one week in 
cases of dorsal lesions to eleven weeks in cases of 
sacro-iliac lesions. There was also a progressive 
increase in the period of disability according to the 
age of the patient. 

Contusions occurred in 122 cases (13 per cent). 
The average period of disability was about seven 
weeks. 

Fracture of the vertebral processes occurred in 
forty-one cases (4 per cent). In thirty-six cases the 
fracture involved one or more of the lumbar trans- 
verse processes. Fractures involving the third 
vertebra were the most common. In about half of 
the cases the fracture was due to abnormal muscular 
pull, and in about half to direct violence. In the 
former almost all of. the fragments were widely 
separated, while in the latter more than appreciable 
displacement was rare. Cases without much dis- 
placement showed evidence of callus formation and 
union after from one to three months. In sixteen 
cases in which the period of disability was known it 
averaged twenty-four weeks. 

Fracture of the vertebral bodies occurred in 
thirty cases (3 per cent). In 80 per cent the force 
causing the fracture was applied indirectly, the 
patient having been struck on the back while he 
was in a stooped position. In two-thirds of the 
cases there was no history or evidence of cord 
involvement. Eleven patients or a little more than 
a third are known to have returned to some form of 
active labor in the mines. In ten cases in which the 
period of disability is known it averaged thirty- 
four weeks. 


Chronic deforming arthritis was found in 107 ° 


cases (11 per cent). Spines so involved are damaged 
structures with motion only through a limited arc. 
Slight injuries seem capable of increasing the local 
activity of the process, while motion forced beyond 
the limited arc may have serious consequences. In 
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the cases in which the period of disability is known 
it averaged fifteen weeks. 

A neurosis was diagnosed in eleven cases (1 per 
cent). The fundamental condition in these is a 
disorder of conduct occurring in a person who is 
fearful or dissatisfied and seeks compensation. The 
diagnosis can be made only by exclusion. The 
greatest difficulty is met in differentiating a true 
neurosis from malingering. 

Malingering was diagnosed in thirty-five cases 
(4 per cent). In ninety-seven cases (10 per cent) 
the condition of the back seemed to be entirely 
attributable to disease. 

Variations from the normal in the spine occurred 
in 4.8 per cent of the cases in the dorsolumbar 
region and in 12.3 per cent in the lumbosacral 
region. The importance of these anomalies lies in 
their tendency to weaken the mechanical structure of 
the back and thereby predispose the spine to injury 
and delay its recovery from injury. 


Carnett, J. B.: Chronic Strain of the Lumbar 
Spine and Sacro-Iliac Joints. Ann. Surg., 1927, 
Ixxxv, 509. 

Every diagnostician is familiar with the fact that 
systematic palpation of abdomens reveals deep 
tenderness in a fairly high percentage of cases. This 
chronic midline tenderness is attributed by the au- 
thor to a chronic sprain of the vertebral joints 
Most persons in whom it is found are of the asthenic 
type and suffer from visceroptosis and exagger- 
ated lumbar lordosis. Under such conditions the 
postural stress ‘cannot be adequately met by the 
atonic musculature and the ligaments or their 
periosteal attachments are subjected to undue 
strain. 

The tenderness may be present even before the 
lateral roentgenogram shows lumbar lordosis. It is 
most easily demonstrable a couple of inches above 
the umbilicus where the convexity of the lumbar 
lordosis most nearly approaches the anterior parietal 
wall. It extends down to and includes the sacro- 
lumbar joint. Tenderness of the superior sacro- 
iliac joint is located in a line parallel with and about 
1 in. away from the lumbar vertebrae and extends 
from about the level of the anterior iliac spine up- 
ward for a distance of 2 in. On the right side this 
area of tenderness must be differentiated from that 
of appendicitis. A. J. Gortiies, M.D. 


Garcia, C. L., and Masucci, A. L.: Suppurative 
Arthritis of the Hip in Early Infancy (Las 
artritis supuradas de la cadera en la primera infan- 
cia). Semana méd., 1927, XXxiv, 513. 

This report is based on twenty-one operative 
cases of suppurative arthritis of the hip in children. 
On the basis of the etiology, the condition in 
children under 2 years of age is classified as follows: 

1. Suppurative arthritis from direct inoculation 
as by trauma. 

2. Metastatic suppurative arthritis from an 
acute infectious disease. 


3. Suppurative arthritis secondary to osteomye- 
litis of the bones forming the hip joint. 

The onset of the condition is usually sudden with 
intense local pain and fever. The local symptoms 
are often preceded by general symptoms. In the 
most acute cases the temperature is high and shows 
wide fluctuations. The earliest local symptoms are 
pain and tenderness, especially upon manipulation. 
Swelling develops quite rapidly with redness of the 
overlying skin. Inguinal adenopathy and flexion of 
the hip often develop. 

As soon as the diagnosis is made the hip joint 
should be immobilized and a course of polyvalent 
antipyogenic vaccines begun. When a collection of 
pus is recognized it should be evacuated as other- 
wise extensive burrowing may occur. Aspiration 
and puncture are not sufficient. Anterior and 
posterior arthrotomy with drainage are more 
effective. Restoration of joint function should not 
be attempted until the infectious process has entirely 
subsided. R. Meeker, M.D. 


Piquet, J., and Mouchet, A.: Certain Types of 
Osteomyelitis Simulating Coxalgia: Arthritis 
of the Hip Following Osteomyelitis of the 
Upper End of the Femur with Extra-Articular 
Localization (A propos de certaines formes 
d’ostéomyélite simulant la coxalgie: les arthrites de 
la hanche consécutives aux ostéomyélites de la partie 
supérieure du fémur 4 localisation extra-articulaire). 
Bull, et. mém. Soc. nat. de chir., 1927, lili, 423. 

Piquet describes the clinical picture observed by 
him in twenty cases of arthritis of the hip following 
extra-articular osteomyelitis of the os innominatum 
or femur. In the majority the condition occurs 
during osteomyelitis in the upper end of the femur, 
ie., as a trochanteric or high diaphyseal infection. 
The infection reaches the joint by slow infiltration 
of the tissues. The arthritis comes on late, a week 
or even several months after the original bone 
infection. Its course is chronic and slowly progres- 
sive, and finally ends in ankylosis if treatment is 
not given. 

The onset of the osteomyelitis is more or less 
acute. In the more severe types the pain is sharp 
and the temperature rises to 102.2 to 104 degrees F. 
If the focus of the infection is then not well opened 
or is allowed to rupture spontaneously, the develop- 
ment of arthritis is favored. If the osteomyelitis is 
allowed to become chronic the joint is sure to be- 
come involved. 

The resulting ankylosis may be fibrous, osseous, 
or due to the formation of a peripheral circle of 
osteophytes. Complete ankylosis resulted in five of 
the cases reviewed, almost complete ankylosis in 
six, and slight ankylosis in five. In four, there was 
no loss of function in the joint. 

The treatment consists in proper treatment of 
the original bone infection, viz., ample drainage. 
Opening of the joint is not necessary unless suppu- 
ration occurs, which is not frequent. 

Micnae L, Mason, M.D. 
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Arce, F., and Arce, M.: The Relationship Between 
Infantile Osteochondritis Deformans of the 
Superior Epiphysis of the Femur and Sub- 
luxation or Congenital Dislocation of the Hip 
(Relacion entre la osteocondritis deformante infan- 
til de la epifisis superior del femur y la subluxacio 
o luxacion congenita de cadera). Arch. de med., 
cirug. y. especial., 1927, viii, 446. 

The conclusions in this article are based upon 
five cases of infantile osteochondritis deformans of 
the hip. The authors believe that this condition is 
always associated with congenital luxation or sub- 
luxation of the hip. In some cases the subluxation 
may be anterior. The lesion of the epiphyseal line 
is as important as the congenital condition. ‘The 
diagnosis is easily made from the roentgenograms. 
Both hips should be included in the film. The con- 
dition is found more frequently on the right side 
than on the left, but may be bilateral. 

R. MEEKER, M.D. 


Pouzet, F.: The End-Results of Immobilization in 
Tibiotarsal Tuberculosis in the Child (L’immo- 
bilisation dans la tuberculose tibiotarsienne de l’en- 
fant, ses résultats Gloignés). Rev. @orthop., 1927, 
XXXiV, 

This report is based on ninety-one cases of tibio- 
tarsal tuberculosis in children under 16 years of age 
who were treated in the period from 1898 to 1922. 
The end-results demonstrate that in early cases 
immobilization will result in a cure, even when 
there are severe osseous lesions. They show also 
that fistulization is not in itself as unfavorable a 
complication as is generally believed. 

The age of the subject is of considerable impor- 
tance. Up to the age of 5 years immobilization is 
successful in 75 per cent of the cases and gives good 
function. After the age of 5 years it fails more 
frequently, and after the age of 10 years the inci- 
dence of cure falls to 43 per cent. 

The cure obtained by immobilization is lasting. 
In the cases reviewed a late true recurrence devel- 
oped in only 3.5 per cent. 

In conclusion the author emphasizes that patients 
cured of tibiotarsal arthritis by immobilization 
very often have excellent function in spite of 
deformity of the joint, and that, without doubt, 


their condition is better than if they had been sub- . 


jected to astragalectomy. 
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Lange, F.: Tendon Transplantation (Die Sehnen- 
verpflanzung). Fortschr. d. Therap., 1926, ii, 585. 

Following Nikoladoni’s muscle transplantation 
to replace the lost function of another muscle, 
Lange made the first tendon transplantation for the 
same purpose in 1896. Through failures, it became 
apparent that after the usual plaster-of-Paris 
treatment, careful after-treatment with bandages 
must be carried out over a long period of time if 


permanent success is to be obtained. When there 
was failure in spite of such treatment the cause lay 
in stretching of the paralyzed segment of the tendon 
to which the tendon of the healthy muscle was 
sutured. 

The periosteal method of tendon transplantation 
was a further advance, but was not applicable to 
every case as the muscle supplying the power 
was often too short to be sutured directly to the 
periosteum. Reliable lengthening of the shortened 
tendon was obtained by the development of the use 
of silk tendons, a technique originated by Gluck in 
1882 and later greatly improved by Lange. The silk 
tendon does not disintegrate but heals in and be- 
comes surrounded by tissue resembling tendon 
tissue—a wonderful example of what the human 
body can do under the stimulus of function. Failure 
of this technique was usually due to the formation 
of adhesions between the transplanted tendon and 
an immovable tissue, such as bone or fascia, which 
made impossible the action of muscle pull on the 
peripheral segment of the part. 

The problem then was to prevent the formation 
of these adhesions. As most of the patients were 
thin it was rarely possible to embed the transplant 
in fatty tissue. Biesalski’s recommendation to draw 
the transplanted tendon through the tendon sheath 
or through a turned-back flap of fascia had only a 
limited field of application. Lange attempted to work 
out a method that would be applicable to all cases. 
His research demonstrated that a paper band serves 
well to prevent adhesions. Paper heals in. Around 
it there forms a connective tissue sac which, filled 
with paper mash fluid, and a large quantity of cells, 
forms a sort of bursa. 

Pitzen’s experiments on animals showed that 
parchment paper is equally adapted to the preven- 
tion of adhesions and has the advantage of being 
firmer and more durable than ordinary paper. 
Histologically its behavior differs from that of the 
paper band in that it does not become dissolved but 
remains unchanged in the body and gives rise to the 
formation of a capsule of very thin, soft connective 
tissue. This connective tissue capsule remains fully 
movable in relation to the parchment paper, thereby 
preventing the formation of disturbing adhesions. 

As parchment paper has been proved the best 
material for interposition in tendon transplantations, 
tendon sutures, and operative joint mobilizations, 
Lange has entirely abandoned the use of autoplastic 
material such as flaps of fat or fascia. Since making 
the change, he has had successful results in 90 per 
cent of his cases. 

The article is well illustrated. 

HEINEMANN-GRUEDER (Z). 


Wilson, J. C.: Surgical Treatment of Traumatic 


Spondylolisthesis. J. Bone & Joint Surg., 1927, — 


ix, 346. 
The term “spondylolisthesis’’ means displacement 
of one vertebra upon another but has been limited 
dogmatically to anterior dislocations of the fifth 


— 
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lumbar vertebra upon the sacrum and displacement 
of the fourth lumbar upon the fifth. Textbooks 
state that operative measures are of doubtful value. 

The author gives a brief review of the anatomy 
of the lumbosacral joint. In the cases studied by 
him there were certain anatomical variations such 
as an incomplete neural arch, bilateral laminar 
defects, asymmetrical articular facets, and _ in- 
creased obliquity of the articular facets which 
seem to have been factors in the formation of 
mechanically imperfect articulations. 

With two exceptions, the condition in the cases 
studied was due to severe trauma. One of the 
exceptions may be explained by Lane’s theory of 
prolonged physiological strain and the other by 
gradual development. 

All of the patients were totally disabled by weak- 

ness or stiffness of the back and pain, but a positive 
diagnosis cannot be based on the clinical symptoms 
alone. The condition cannot be demonstrated con- 
clusively without the assistance of the roentgen 
ray. 
A joint which has been dislocated partially or 
completely must be reduced or fixed before any 
degree of function ¢an be expected. Attempts to 
replace the vertebra by pelvic traction with counter- 
traction on the head are usually unsuccessful. The 
next most logical procedure then seems to be fixation 
in the position of displacement. 

Lumbosacral fusion by the Hibb’s method offers 
few technical difficulties and in due time gives 
complete fixation. In the repair of defects in the 
neural arch the procedure may be modified by the 
use of the spinous processes of the third and fourth 
lumbar vertebre as grafts. Fusion of the fifth 
lumbar vertebra to the sacrum is sufficient unless 
there is a displacement of the fourth vertebra, in 
which case it seems safer to fuse the fourth lumbar 
vertebra to the fifth and the first sacral segment. 
The operation should be followed by three or four 
months of recumbency on a Bradford frame or a 
hard bed with the application of a Taylor back 
brace. 

The author reports on nine indisputable cases of 
spondylolisthesis. Eight of the patients were adults, 
and six of the adults were males. Six of the adults 
were treated by operative fusion with successful 
results. In one case reduction was effected by 
manipulation. Two cases were untreated. 

Norman C. Buttock, M.D. 


Ober, F. R.: An Operation for the Relief of Paral- 
ysis of the Gluteus Maximus Muscle. J. Am. 
M. Ass., 1927, \xxxviii, 1063. 

The operation described in this article is indicated 
in paralysis of the gluteus maximus muscle and 
paralytic dislocation of the hip. It has been per- 
formed by the author in fifteen cases with good 
results. 

Through a long incision parallel with the verte- 
bre the lateral half of the erector spine aponeurosis 
is separated from the inner half and from the ilium 


and sacrum. A long strip of fascia lata is then 
dissected free through a lateral thigh incision, the 
upper end being left attached to the tensor fascia 
late. This strip is threaded through a hole drilled 
through the femur at the level of the attachment of 
the gluteus maximum tendon. The long end of the 
fascia is then passed up over the gluteal fascia 
and sewed to the erector spine aponeurosis. If 
power in the ténsor fascia late is absent, the flap 
need not be passed through a hole drilled in the 
femur. Cuester C. Guy, M.D. 


Brackett, E. G.: The Choice of Procedure in Recon- 
struction Operations of the Hip. Am. J. Surg., 
1927, ii, 216. 

Brackett discusses reconstruction operations on 
the hip in old tuberculosis and osteo-arthritis of the 
hip and ununited fractures of the neck of the femur. 

Cases of old tuberculosis present two quite dif- 
ferent problems, one with reference to the mobilizing 
of the already stiff joint, and the other with reference 
to the stabilizing of an imperfectly ankylosed joint. 
The first problem arises in only the few cases in 
which the primary disease subsided early before 
extensive destruction occurred, leaving a true or a 
practical ankylosis with firm bone both in the joint 
line and the surrounding areas and no areas of encap- 
sulated disease. In such cases mobilization may be 
considered but in view of the always possible danger 
of opening areas that can rekindle the old disease 
and in view of the greater security and permanency 
of a solid union, the procedure does not often seem 
to be the wise choice merely for the added con- 
venience of a definite degree of motion. 

The second problem with regard to operative 
treatment is presented by cases with a damaged 
joint well along in the quiescent period and present- 
ing irregular joint surfaces with a slight amount of 
motion controlled by fibrous adhesions and sur- 
rounded by areas which were the site of disease in 
the acute stage and areas of imperfect re-ossifica- 
tion. The author believes that the only true solution 
in such cases is bony ankylosis. 

In osteo-arthritis of the hip, operation comes under 
consideration when the pain, sensitiveness, and 
restriction produce definite disability. However, 
such a joint, even when it is the site of considerable 
pathological change, undergoes periods of acute 
sensitiveness, and is painful on use is not of itself a 
sufficient justification for operation. Many a joint 
so affected returns to a condition of usefulness with- 
out pain and gives little handicap for many years. 
Such a joint is decidedly preferable to one damaged 
by both disease and operation. 

The slender, rarefied medullary bone does not 
offer promising material for the formation of a new 
head, whether with temporary protective covering 
or not, and is a definite contra-indication against 
the use of this portion of the neck for a part of the 
new joint as is done in the usual arthroplasty. 

If mobilization is determined upon because of the 
degree of disability occasioned by pain on use, the 
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procedure offering the greatest chance of security as 
well as permanency is the use of the structures which 
already possess protective covering and in them- 
selves do not tend to develop the overgrowths. The 
use of the trochanter for weight-bearing with retrans- 
plantation of the muscle attachments is most satis- 
factory. None of the results by any of the different 
methods can be expected to be brilliant, but the 
condition to be relieved is usually desperate and the 
great relief from pain and the varying degree of 
increased activity demonstrate the advantage of 
operative treatment. 

In old ununited fractures of the neck of the femur 
the question first to be answered is whether the head 
may be used in situ or whether other structures are 
to be employed in its place to obtain stability and 
motion. When the roentgenogram gives evidence 
that the remaining head is in a condition to perform 
part of the function of the joint, the best result is 
obtained by putting it to this use. In such cases 
it appears that the immediate contact of the head 
with the freshly exposed surface of the trochanter 
gives the best chance of solid union. This procedure 
also assures placing the head at the carrying angle 
which is the most useful for function considering the 
loss of the neck, and of securing firm apposition by 
the adductor pull. The reshaping of the two oppos- 
ing surfaces to secure a concave and convex surface 
necessitates thorough removal of all of the dense and 
resistant fibrous tissues and of the bone surfaces 
until spongy areas are exposed in both fragments. 

In cases with greater disability and pain in which 
the head of the femur is small and atrophied and the 
cartilage line is thin or practically absent, and 
particularly in cases with extensive osteo-arthritic 
changes about the margins of both the femur and the 
acetabulum the best solution of the difficult prob- 
lem presented is the use of the trochanter with 
transplantation of the muscle attachments. 

WoLDENBERG, M.D. 


Gallie, W. E., and LeMesurier, A. B.: The Repair 
of Injuries to the Posterior Crucial Ligament 
of the Knee Joint. Ann. Surg., 1927, |xxxv, 592. 


For the repair of injuries of the posterior crucial 
ligament of the knee joint the authors advocate a 
new operation consisting of the following steps: 

1. Through a median incision extending from the 
middle of the back of the thigh to the upper portion 
of the calf, the tendon of the semitendinosus is 
exposed, detached from the muscle as high as 

ssible above, and stripped downward toward its 
insertion. 

2. By way of the superficial portion of the split- 
patella incision the insertion of the semitendinosus 
is exposed and the whole tendon drawn through the 
front of the leg beneath the sartorius. 

3. The lower portion of the posterior incision is 
deepened and the posterior ligament of the knee and 
upper portion of the tibia are exposed by widening 
the space between the gastrocnemius muscles. With 
a '4-in. drill, a hole is made in the head of the tibia 


from slightly external to the midline on the posterior 
surface of the head of the tibia toward the internal 
surface of the tibia, close to the insertion of the semi- 
tendinosus. The cut end of this tendon is then 
passed through the head of the tibia until it appears 
in the posterior incision. 

4. The patella and its tendon are split longi- 
tudinally to expose the joint. The sharp-pointed 
bodkin is passed from behind forward through the 
posterior ligament of the knee at a point just above 
the hole in the head of the tibia and in the line of the 
posterior crucial ligament. This is done with the 
knee flexed over the end of the table. The bodkin is 
then pushed forward until its point punctures the 
synovial membrane at the most anterior point of 
attachment of the crucial ligament to the internal 
condyle of the femur. The bodkin and tendon are 
drawn out through the split-patella incision. 

5. Asmall incision is made over the internal con- 
dyle and the drill is passed through the femur so 
that it enters the joint at the point at which the 
bodkin had punctured the synovial membrane. The 
tendon is detached from the bodkin and passed by 
means of a flexible wire-threader through the hole 
in the femoral condyle. When the tendon is drawn 
taut, the new ligament disappears through the small 
puncture wound in the synovial membrane and 
becomes entirely subsynovial. 

6. The knee is extended fully, the tendon drawn 
taut, and the terminal end of the tendon sutured 
down to the internal lateral ligament. After closure 
of the wound a plaster cast is applied from the toes 
to the hip. 

Motion is begun after immobilization for two 
months. A. J. Gorriies, M.D. 


Beatson, Sir G. T.: A Case of Excision of the Knee 
and Elbow Joints by Lord Lister: Condition 
Forty Years After. Brit. M.J., 1927, i, 662. 


In a case in which Lord Lister excised the left 
knee and elbow forty years ago examination now 
reveals complete ankylosis of the knee and about 
2 in. of shortening of the leg. The excision was 
apparently performed through a semilunar incision. 
The leg is in a. position of complete extension and 
gives perfect support. In the excised elbow joint 
there is good free movement. In spite of a certain 
degree of lateral and anteroposterior instability, 
the joint can be actively extended and flexed. The 
forearm can be pronated and supinated. The 
latter movements are best performed when the 
joint is slightly flexed. There are evidently several 
osteophytic outgrowths in the region of the new 
joint. The left and right middle fingers have been 
disarticulated at the metacarpophalangeal joints. 
The left arm is nearly 3 in. shorter than the right. 

The roentgenogram of the knee shows complete 
ankylosis and the wire suture used. The upper 
extremities of the bones of the forearm appear to 
articulate with the anterior surface of the humerus 
about 1 in. above its lower end, the latter therefore 
projecting beyond the joint. 
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The author reports this case because of its 
historic interest and as one of Lister’s efforts to 
prove the reliability of his antiseptic system of 
surgery. Freperick A. Jostes, M.D. 


Rugh, J. T.: The Plantar Fascia: A Study of Its 
Anatomy and of Its Pathology in Talipes 
Cavus; A New Operation for Its Correction. 
Am. J. Surg., 1927, li, 307. 

The plantar fascia removed at operation in fifteen 
cases of talipes cavus was studied in six laboratories. 
According to the reports in every case, the tissue 
showed chronic inflammatory changes of the infil- 
trative type. No explanation for the fibrositis is 
given, but trauma and infection are suggested as 
possible causes. 

The author’s operation for the correction of early 
claw foot consists in the removal of the entire 
plantar fascia and its replacement by a triangular 
flap of fat taken from the thigh. Rugh has never 
seen sagging of the arch of the. foot due to the 
removal of the plantar fascia. : 

Freperick A. Jostes, M.D. 


Mau, C., and Lauber, H. J.: The Operative Treat- 
ment of Hallux Valgus (Die operative Behand- 
lung des Hallux valgus). Deutsche Zischr. f. Chir., 
1926, cxevii, 361. 

The authors first report upon twelve cases in 
which the Schede operation was done. In three 
cases the condition was bilateral. The exostosis 
was chiseled away and at the same time an attempt 
was made to correct the abduction of the great toe 
by. traction on the tip of the medial capsule, which 
was then sutured, with the toe in the extended 
position, to the periosteum of the shaft. 

Most of the operations were performed three or 
more years ago and six were done about one and a 
half years ago. Eight of the patients were re- 
examined in the clinic. With regard to the others 
only written information could be obtained. 

Examination showed that in all except one case 
the abduction of the great toe had not been cor- 
rected. In four, the angle of abduction was greater 
than 20 degrees, in six it was between 30 and 4o 
degrees, and in one it was 45 degrees. In a number 
of the cases the scar was firmly adherent to the pro- 
jecting head. In one case motion had been entirely 
lost in the proximal joint. In five cases the joint 
was almost stiff. In two, moderate motion had been 
preserved. In three, motion was normal. In four, 
exact information with regard to motion could not 
be obtained. In four cases there was marked, and 
in six moderate, metatarsal depression. In five no 
information with regard to this condition was 
obtained. The ability to walk was unsatisfactory 
in nine cases, satisfactory in four, and normal in 
two. 

From these results it appears that Schede’s 
operation must be regarded as insufficient. 

Hueter’s method with resection of the head of 
the first metatarsal was used in twenty-nine cases. 
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A subsequent clinical examination was made in 
twenty-two. Written information as to the end- 
result was obtained in seven. In two cases the 
operation was done thirteen years ago; in two, eight 
years ago; in two, seven years ago; in four, two 
years ago; and in the others between two and four 
years ago. 

In six cases the great toe was abducted more 
than 20 degrees and in fifteen there was adduction 
of 20 degrees or less. In eight cases information 
regarding abduction was not obtained. The prox- 
imal joint was quite stiff in ten cases and almost 
stiff in three. In seven cases there was moderate 
motion, and in five normal motion. In four cases 
information regarding motion was not obtained. 
High-grade metatarsal depression was present in 
eleven cases and moderate in ten cases. In eight 
cases there was no report with regard to the presence 
of this condition. Walking was normal in ten cases, 
satisfactory in seven, and unsatisfactory in twelve. 

The chief objections to Hueter’s operation are 
the loss of the anterior medial point of support of 
the foot, stiffening of the proximal joint, which was 
complete or nearly complete in about half of the 
cases reviewed, and a tendency toward high-grade 
arthritic changes in the proximal joint in cases in 
which a fair degree of motion is retained. This 
operation is unsatisfactory because it is associated 
with the danger of making the flat-foot worse and 
may be followed by ankylosis or high-grade limita- 
tion of motion from arthritic proliferations. It is 
indicated, however, in very severe cases of second- 
ary arthritis defurmans of the proximal joint. 

Ludlofi’s operation was performed thirty times 
in twenty cases. Two cases were operated upon six 
years ago; seven, five years ago; eight, four years 
ago; eight, three years ago; one, two years ago; and 
four, one year ago. In five cases information with 
regard to the end-results could be obtained only 
in writing. 

On re-examination the angle of abduction of the 
great toe was more than 20 degrees in eight cases and 
20 degrees or less in seventeen cases. In five cases 
information regarding abduction was not obtained. 
Marked metatarsal depression was present in 
twelve cases and moderate metatarsal depression 
in thirteen cases. In five cases there was no report 
regarding this condition. Ankylosis of the proximal 
joint was not demonstrable in any case. In eight 
cases the joint was nearly stiff. In twelve there was 
moderate motion, and in six motion was normal. 
In four, no information was obtained with regard 
to motion. Walking was normal in nine cases, 
satisfactory in seven, and unsatisfactory in fourteen. 

The author suggests an oblique osteotomy from 
the upper surface of the distal portion to the lower 
surface of the proximal portion. When this is done, 
the distal fragment, guided by the osteotomy plane, 
which runs obliquely downward, must slide toward 
the plantar surface of the foot. He believes it would 
be best to combine this modification of Ludloff’s 
operation with Hohmann’s shifting of the abductor 


284 INTERNATIONAL ABSTRACT OF SURGERY 


hallucis. This would give a method which, while 
time-consuming, would be more complete than any 
employed at present. In its original form, Ludloff’s 
operation has yielded only partially satisfactory 
results. HauMANN (Z). 


FRACTURES AND DISLOCATIONS 


Kirschner, M.: The Technique of Open Reduction 
of Fractures. Surg. Gynec. & Obst., 1927, xliv, 541. 


In some cases of fracture, open reduction is 
always indicated and must be attempted in spite 
of the dangers attending bone surgery. Failures of 
open reduction are due to inadequate anatomical 
reconstruction, too long continued immobilization, 
or secondary dislocation of the reduced fragments. 
Kirschner describes in detail his technique devised 
to prevent such complications by assuring firm 
apposition. 

The operation is usually delayed for about eight 
days after the injury, during which time the limb 
is immobilized in as good position as possible. 
Immediate operations are done only when débride- 
ment is necessary as in open fractures. Stereoscopic 
roentgenograms are made to obtain an accurate 
knowledge of the position of the fragments. An 
Esmarch bandage is used for the work on the leg, 
but because of the danger of nerve injury in the 
arm is never applied about the humerus. The 
incision is made sufficiently long to allow adequate 
exposure. The soft tissues are not stripped from 
the periosteum, but the fragments are freed sub- 
periosteally and with great care, the periosteum 
and soft tissues then being retracted and protected. 
Apposition of the fragments is aided by bone- 
holding instruments. Bone is sacrificed only when 
absolutely necessary. 

Oblique fractures are defined as the type which 
can be firmly united by circular wire. Two rings 
of wire are used if possible, each being drawn 
tight by a special wire-holding forceps, and the 
single knot then fastened by soldering. Occasionally 
ordinary twisting of the wire exerts sufficient ten- 
sion to hold the fragments. Piano wire from 0.5 to 
1 mm. thick is used. This is previously heated to a 
red heat to make it pliable. 

Transverse fractures are united by ivory bone- 
marrow pegs. These pegs are inserted into the 
marrow cavity as deeply as possible. They need 
not be removed later as within a few months they 
become absorbed. The methods of accomplishing 
the insertion of the peg in difficult cases are de- 
scribed. 

Other methods such as wiring through drill holes, 
pegging from a distance, and lateral splinting are 
used only occasionally. The author does not ap- 
prove of metal plates. 

The after-treatment consists in immobilization in 
a comparatively light splint, the application of 
heat, massage as soon as the soft parts have healed, 
andearly mobilization. The firm apposition reduces 
the period of immobilization and the chances 


of muscle atrophy and joint stiffness and favors 
an earlier return of complete function. 
Cuester C. Guy, M.D. 


Philips, H. B., and Galland, W. I.: Longitudinal 
Fracture of the Neck of the Radius: An Unusual 
and Hitherto Undescribed Fracture: Report 
of Five Cases. J. Am. M. Ass., 1927, Ixxxviii, 1318. 


This report deals with five cases of short longi- 
tudinal fractures about 4 in. in length, extending 
from the epiphyseal line to the neck of the radius. 
All of the fractures occurred in children and resulted 
apparently from indirect violence received in falls 
with the elbow flexed and the forearm in extreme 
pronation. There was no involvement of the head 
of the radius or of the radiohumeral joint. The 
treatment consisted in fixation in the Jones position 
for one week, followed by mobilization and massage. 
In every instance recovery was complete in one 
month. Cuester C. Guy, M.D. 


Kennedy, R. H.: Fractures of the Transverse 
Processes of the Lumbar Vertebra. Surg., 
1927, Ixxxv, 519. 

Among injuries of the back, fractures of the trans- 
verse processes of the lumbar vertebre are not rare. 
The diagnosis cannot be established, however, until 
anomalies which are frequent in this region of the 
body are definitely ruled out. The most common 
cause of this type of fracture is direct violence. The 
symptoms and signs are those of a severe sprain or 
contusion of the back. In the diagnosis, the roent- 
genogram is of great aid. The fractures are usually 
multiple, and as a rule all of them occur on the same 
side of the body. In some cases there may be a 
complicating fracture of the body of the vertebra. 
The disability is caused by injury to the soft tissues, 
such as tearing of the muscles and ligaments with 
extravasation of blood. The prolonged disability and 
loss of function are due to the resulting fibrositis. 

Knowledge of the presence of a fracture is best 
withheld from the patient as it will greatly increase 
his neurosis. In some cases definite bony union of 
the transverse processes occurs. 

The author’s treatment consists in bed rest, the 
application of heat, and massage. Prolonged immo- 
bilization in a plaster cast is inadvisable as it in- 
creases the time of disability. The author reports 
ten cases. His patients were able to walk after an 
average period of sixteen days. The maximum time 
of disability was eight months. This occurred in 
only one case. Disability over six months is unusual. 
The majority of patients should be at work within 
two months after the injury. 

A. J. Gortites, M.D. 


Willard, De F. P.: The Results of the Davis Method . 


of Reduction of Congenital Hip Dislocation. 

J. Bone & Joint Surg., 1927, ix, 270. 
The author reviews twenty cases of congenital 
dislocation in children between the ages of 14 
months and 8 years in which the Davis method of 
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reduction was used. Nineteen of the patients were A 
girls. There were six double dislocations. In two 
cases of double dislocation the treatment failed. 
Six cases, including four of double dislocation, 
showed reduction with instability. In twelve cases 
with a single dislocation a good functional result 
was obtained. 

In the difficult cases a period of heavy traction 
was necessary. The unstable hips showed long, 
shallow sockets and considerable deformity of the 
heads and necks of the femurs. The patient limped, 
and there was shortening of the leg with weak 
gluteal power and limitation of abduction but no C 
pain. Trauma at the time of reduction and too 
early weight bearing are probable causes of the 
deformity. 

The cases with good functional results showed 
deformities somewhat similar to those in the un- 
stable hips, but had firm upper supporting rims 
about the acetabula. 

Reduction is easier the earlier the child is brought 
for treatment. The more gentle the manipulation 
the less danger of bony defects. Open operation 
= be resorted to when the closed method 
fails. 

The article is supplemented with eight roent- 
genograms of hips before and after reduction. 

W. P. Biount, M.D. 


Fig. 1. Apparatus consisting of flexible copper sheet A, 
with jointed attachment B, which is tubular to receive 
brass abduction rod C. 


Wilkie, D. P. D.: The Treatment of Fracture of the 
Neck of the Femur. Surg., Gynec. & Obst., 1927, 
xliv, 529. 

The chief essentials in the Whitman treatment of 
fractures of the neck of the femur are abduction of 
the limb and correction of the eversion. Wilkie 
believes that immobilization of the hip joint is 
unnecessary and suggests the substitution of a light 
cheap apparatus for the double spica cast with its 
attendant risks, especially in the cases of aged 
persons. 

The apparatus recommended consists of two 
flexible copper sheets which have jointed attach- 


Fig. 2. Apparatus incorporated in plaster bandage, ab- 
duction rod inserted, and eversion corrected. 


ments on both sheets and lies parallel to the bed. 
The result is complete abduction with the injured 
leg inverted but with the hips and pelvis free. A 
window may be cut in the cast on the sound leg to 


ments to receive the ends of a rod of suitable length. 
The sheets are molded to fit the lower legs and in- 
cased in plaster while the limbs are held in the 
desired position. The rod is clamped into the attach- 


permit exercise. 
To date, seven cases have been treated by this 
method, all with satisfactory results. 
Cuester C. Guy, M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Stotzer, E.: Should Varicose Veins Be Throm- 
bosed? (Duerfen wir Krampfadern thrombosieren?) 
Schweis. med. Wehnschr., 1926, \vi, 1076. 

The author reviews the anatomical and mechan- 
ical relations of the venous systems of the lower 
extremities and discusses in particular the factors 
responsible for the flow of the venous blood toward 
the heart. From the experiments of Perthes, 
Braune, and Trendelenburg the conclusion is drawn 
that in varices the backflow of the blood occurs 
from above toward the periphery but that, on the 
other hand, necessary pressure is exerted on the 
veins by the action of the muscles. It is therefore 
possible, under certain circumstances, to exclude 
the superficial venous system entirely or partially. 

In cases of increased venous pressure (varices) it 
is necessary to exclude this backflow as it hinders 
the function of the deep venous system. Such exclu- 
sion favors the pumping action of the deep venous 
system and muscle pressure which forces the blood 
upward, provided the musculature of the leg is not 
atrophied. 

Stotzer believes it impoitant to study the blood of 
varicose veins from the point of view of colloidal 
chemistry as primary colloidal changes and changes 
in the viscosity of the blood may frequently precede 
pathological changes. . He is of the opinion, more- 
over, that this is the only way in which we may hope 
to solve the clinical problem of the development of 
thrombosis in the circulating blood as the formation 
of thrombi is probably also associated with changes 
in the blood-vessel walls. STeEGEMANN (Z). 


Hirsch, M.: Is Artificial Thrombosis in Varicose 
Veins of the Leg without Previous High Liga- 
tion of the Saphenous Vein Allowable? (Ist 
die kuenstliche Thrombosiecrung varicoesentarteter 
Beinvenen ohne vorherige hohe Ligatur der Vena 
saphena aulaessig?) Wein. klin. Wehuschr., 19206, 
XXXIX, 1310. 

Hirsch states that since the inauguration by 
Nobl of the injection treatment of varicose veins of 
the leg without ligation of the saphenous veins, the 
occurrence of embolic complications has been re- 
ported. Therefore the indications for this ‘tderma- 
tological”’ method of treatment should be limited. 

In a discussion before the Gesellschaft der 
Aerste in Vienna in 1926 the author reported a 
fatal case of embolism following a venous injection 
and a subsequent operation for anal fistula, and 
advanced the view that, not the operative area, 
concerning which nothing was mentioned in the 
autopsy report by Sternberg, but the thrombosed 
veins of the leg should be considered the cause of 


the embolism. Nobl’s theory that there may be 
formed in the central stump of a ligated saphenous 
vein floating coagulation thrombi which will render 
the ligation dangerous is refuted by the investiga- 
tions of Baumgarten which demonstrated that in 
blood vessels ligated aseptically, either singly or 
doubly, the blood remains fluid and does not 
coagulate. Artificial thrombosis in varicosities of 
the veins of the legs is therefore not a harmless 
procedure and is justifiable only when preceded by 
high ligation of the saphenous vein. 

In reply to Hirsch, Nosi reported the autop- 
sy findings in the cases to which Hirsch referred, 
viz., thrombosis of the saphenous vein, embolism of 
the pulmonary, carotid, and renal arteries, and a 
patent foramen ovale. Nobl believes that in order 
to determine whether the thrombi originated in the 
saphenous vein or the operative area of the anal 
fissure, a bacteriological examination of the veins 
of the hemorrhoidal plexus and the thrombi of the 
saphenous vein was necessary. He considers pre- 
liminary ligation of the veins not harmless because 
“it is not always possible for the operation to be 
performed under absolutely aseptic conditions.” 

(Z). 


Naeher, H.: Aneurisms of the Splenic Artery 
(Ueber Aneurysmen der Arteria lienalis). Deutsche 
Zischr. f. Chir., 1926, exeviii, 118. 

The author reports a case of very extensive 
aneurism of the spleen cured by operation, and 
reviews fifteen clinically observed cases of aneurism 
of the splenic artery and its branches which have 
been reported in the literature. In all, there was a 
history of pain in the spleen or upper abdominal 
region (a dull sensation of pressure, particularly 
after the ingestion of food, and sometimes colicky 
attacks of very severe pain), disturbances of con- 
sciousness, attacks of syncope, vomiting, hematem- 
esis, and tarry stools. In nearly all of the cases 
it was possible to demonstrate dullness and resist- 
ance in the spleen or upper abdominal region, 
which was more or less sensitive to pressure. Pul- 
sation or a thrill in the region of the tumor and 
anemia were rare. 

In most of the cases the aneurism occurred in 
the trunk of the splenic artery, usually near the 
hilus. In one case an abnormal branch of the artery 
was involved. In the case reported by the author 


the aneurism was within the spleen, where a hema- - 


toma communicating with an intrasplenic branch 
of the splenic artery had formed. The aneurisms 
vary greatly in size. Some aneurisms as large as a 
head have been described, and aneurismal dilata- 
tion of an artery to twice or three times its normal 
size is not unusual. 
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Arteriosclerosis, syphilis, trauma, and tubercle 
formation in the vessel walls are etiological factors. 

Of ten patients operated upon, four (40 per cent) 
were cured. Of those not operated upon, all died. 

The author discusses also an as yet obscure 
disease of the intrasplenic vascular system with 
changes in the vessels and extensive arterial and 
periarterial inorganic deposits in a circumscribed 
region which may lead to the formation of a hama- 
toma in the spleen. Kocu (Z). 


Cawadias, A. P.: The Oscillometric Examination 
of Arterial Permeability. Bri/. M.J., 1927, i, 419 


Cawadias has found oscillometric’ examination 
with Pachon’s oscillometer to be of considerable aid 
in determining arterial permeability. He says that 
this method is more satisfactory than either digital 
examination or tests of the Moschcowitz or Matas 
type as it gives more definite knowledge. He intro- 
duced it first in 1912, and since then it has been 
employed by a number of other observers. 

Clinically the examination of arterial permeability 
helps in determining whether obliteration or a con- 
dition of spasm is present. In addition, it allows 
observation of the course of the disease and the 
effect of treatment. Exact localization of the oblit- 
eration may be determined by this method since 
the obturation curve is found precisely at and under 
the region of obturation. In cases of arteriovenous 
aneurisms it will reveal the character of the blood 
supply. 

The collateral circulation which exists in an 
extremity may be determined by taking the oscil- 
lometric readings before and after compression of 
the artery. Obliteration of the radial artery by an 
aortic aneurism or a tumor of the mediastinum may 
be demonstrated with the oscillometer. The in- 
volved artery will show the oscillometric curve of 
arterial obstruction. R. W. MecNeaty, M.D. 


Bain, W.: Phlebitis and Thrombophlebitis of the 
Lower Extremities and of the Superficial 
Veins of the Lower Abdomen. Lancet, 1927, 
ccxii, 701. 


The author classifies phlebitis with or without 
thrombus formation as: (1) recurrent phlebitis of 
obscure origin, possibly of a gouty nature; (2) 
syphilitic phlebitis; (3) phlebitis associated with a 
septic wound; (4) phlebitis following an infectious 
disease; and (5) intramuscular phlebitis. Groups 2 
and 3 are not considered. 

As predisposing causes, such factors as damage to 
the lining of the vein, chlorosis, changes in the qual 
ity of the blood, inflammation of the venous walls, 
and sodium biurate crystals and an increased amount 
of calcium in the blood must be considered. 

The signs associated with the superficial type of 
phlebitis consist of a small area of cellulitis with 
brawny thickening. Pain is present at the onset, 
but later only on exertion or movement. In thrombo- 
phlebitis, one or more clots may be felt along the 
course of the vein. 


The author reports four cases which are typical 
of each of the types described. 

In the treatment, rest of the extremity is impor- 
tant. If a deep vein is involved the patient must 
remain in bed with the foot of the bed elevated. 
In palpation of the vein care must be taken not to 
loosen a clot and set it free in the circulation. Hot 
fomentations may be employed, and if there is 
much pain the part may be painted with lead and 
opium. Pyramidon administered internally may 
give relief. An opiate is seldom necessary. If the 
disease is confined to a superficial vein, convalescence 
may be complete after from four to six weeks, but 
if a larger vein is involved recovery may require 
several months. J. Pickett, M.D. 


Clarke, B. E.: Fat Embolism. J. Am. M/. Ass., 1927, 
Ixxxviii, 910. 

Clarke reports two fatal cases of embolism fol- 
lowing orthopedic manipulation in chronic arthritis. 
In the first case both knees and ankles were sub- 
jected to the treatment, and in the second only the 
knees were manipulated. The deaths occurred after 
five and thirteen hours respectively. Sections from 
various organs all showed fat. This was most 
abundant in the lungs, the glomeruli of the kidneys, 
the heart, and the brain. 

The author believes that chronic arthritis, espe- 
cially the hypertrophic or rheumatoid form, offers 
optimum conditions for the development of fat em- 
bolism. Before treatment is instituted, persons 
with this condition are often ill for many years, 
during which time the bone and surrounding tissues 
undergo progressive changes, atrophy of disuse, and 
thinning of the bone cortex. ‘The trabeculae of the 
remaining cancellous portion are therefore extremely 
delicate and quite brittle. Accompanying the bony 
changes there is a marked increase in fat. Accord- 
ingly, closed orthopedic manipulations in such cases 
are extremely hazardous. — Jacon M. Mora, M.D. 


Lehman, E. P., and Moore, R. M.: Fat Embolism, 
Including Experimental Production without 
Trauma. Arch. Surg., 1927, xiv, 621. 


There is no question as to the occurrence of trau- 
matic fat embolism, but there is also no question that 
trauma is not the only cause of fat embolism. The 
conditions with which fat embolism has been asso- 
ciated may be grouped under four heads: (1) meta- 
bolic disturbances (diabetes, cardiovascular-renal 
syndrome); (2) poisonings; (3) toxzmias from acute 
infections, and (4) toxemia from tissue destruction 
(burns). In fatal traumatic fat embolism, the amount 
of fat found in the capillaries is sometimes dis- 
proportionately large as compared with the amount 
of depot fat disturbed by the injury. The obvious 
source of this large amount of fat is the ultra-micro- 
scopic emulsion of fat in the normal blood plasma. 
In a series of experiments it was found that the sta- 
bility of an emulsion varies with the fineness of the 
emulsified oil. Artificial soap-held emulsions of oil 
in water are destroyed by (1) fat solvents, (2) soap 
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precipitants, (3) acids and alkalies, and (4) the 
products of protein decomposition. The physiological 
emulsion of fat in the blood serum seems to be 
destroyed only by the fat solvents. 

A series of experiments in vivo demonstrated that 
fat embolism can be produced by the intravenous 
injection of ether and also to less extent by its inha- 
lation. The mechanism is that of the test tube. The 
ether in the blood stream takes into solution the 
circulating emulsified droplets, and as the ether vapor 
passes into the alveoli the vapor tension in the blood 
is lowered to a point at which the fat comes out of 
solution as free fat. Fat emboli visible under the 
ordinary microscope thus appear. More fat is avail- 
able in fat-fed dogs, but even in starved dogs enough 
fat can be taken up by the circulating ether vapor 
to create embolism. 

From the test-tube experiments it seems highly 
probable that the action of products of protein de- 
composition circulating in the blood stream is an 
additional factor. 

The practical significance of these findings in 
clinical surgery when prolonged anesthesia follows 
a heavy meal of fat and when intravenous medica- 
tion is given in cases in which the plasma content 
of fat is high, is obvious. The relationship of the 
presence of tissue disintegration products in condi- 
tions of shock and a high fat diet is suggestive. 

In attempting to determine the lethal dose of 
oils by intravenous injection, the authors are follow- 
ing in the footsteps of numerous investigators. They 
state, however, that if the difference in effect between 
marrow fat and cottonseed oil is not great, and if man 
can tolerate oil as easily as the dog, it should be 
possible to pour into the veins all of the fat from the 
marrow of a single femur without causing symptoms. 

Grorce A. M.D. 


Holman, E., and Edwards, M. E.: The Surgery of 
Large Vessels. J. Am. M. Ass., 1927, \xxxviii, 909. 


Holman and Edwards discuss the principle of 
occluding the companion vein whenever injury or 
disease requires ligation of the main artery to an 
extremity. The decrease in the incidence of gangrene 
following the adoption of this principle in clinical 
cases has been corroborated experimentally by 
several investigators. 

The authors present experimental evidence in 
support of a further modification of the operation, 
which requires that under certain circumstances the 
ligation of the vein be performed at a considerable 
distance proximal to the site of ligation of the 
artery. They summarize their work as follows: 

1. The blood pressure in an extremity may be 
increased below a divided artery by occlusion of the 
main vein, the extent of the increase being dependent 
on the site of ligation of the vein. Experimentally, 
ligation of the femoral vein increased the blood 
pressure in*the distal end of the divided femoral 
artery 6 mm. hg., ligation of the common iliac vein 
raised it 20 mm., and ligation of the vena cava 
raised it 34 mm. 


2. The volume flow of blood to an extremity 
beyond a divided artery is increased by occlusion 
of the main vein. The extent of this increased flow 
depends also on the site of ligation of the vein. 
Experimentally, the minute volume flow from the 
distal end of a divided femoral artery was 0.9 c.cm. 
of blood; occlusion of the femoral vein increased this 
minute volume flow to 2 c.cm.; occlusion of the 
common iliac vein increased it to 10.6 c.cm.; and 
occlusion of the vena cava increased it to 11 ¢c.cm. 

3. Gangrene of the extremity occurred in only 
7.1 per cent of the animals in which the vena cava 
was ligated simultaneously with ligation of the com- 
mon iliac artery, as compared to its occurrence in 
33-3 per cent of the animals in which the common 
iliac artery and vein were ligated at the same level. 

The authors conclude that their experiments cor- 
roborate the teachings of Makins and others that, 
in order to decrease the incidence of gangrene in 
clinical cases, ligation of the main artery to an ex- 
tremity must be accompanied by ligation of the 
main vein. 

It appears, however, that ligation of the main 
vein should be done, not at the level of the ligation 
of the artery, but proximal to the venous tributaries 
that accompany the arterial branches furnishing the 
main collateral circulation. Ligation of the vein at 
this point produces an increased peripheral resist- 
ance in the capillary bed normally supplied by these 
arterial branches and directs the blood flowing 
through these branches into channels anastomosing 
with the more distant arterial vessels. 

If simultaneous ligation of the vein and artery 
is performed and signs of impending gangrene in the 
extremity appear, ligation of the vein at a con- 
siderable distance proximal to the level of the liga- 
tion of the artery is indicated. For example, if the 
popliteal artery and vein have been ligated and 
gangrene impends, ligation of the common femoral 
or common iliac vein is in order. 

Ligation of the main vein to an extremity for 
improvement of the circulation in thrombo-angiitis 
obliterans and endarteritis obliterans, as advocated 
by Oppel, is justifiable on experimental grounds. 
Whenever there is partial obliteration of the arterial 
tree with an accompanying reduction in the ease 
with which blood may flow into an extremity, a 
corresponding obliteration of the venous bed with an 
accompanying reduction in the ease with which 
blood may flow out of the extremity is indicated to 
restore the balance between the two circulatory sys- 
tems. Thus, in certain instances, may gangrene be 
averted. Jacos M. Mora, M.D. 


Des Barres, Le R.: The Treatment of Angiomata 
by Injections of Quinine Salts into the Tumor 


(Traitement des angiomes par des_ injections ° 


intratumorales de sels de quinine). Bull. et mém. 
Soc. nat. de chir., 1927, liii, 405. 


The method of treating angiomata here described 
is not intended to replace radium therapy, which 
gives excellent results in certain cases, but is offered 
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as a simple procedure available to all practitioners. 
When it is not adequate in itself, it may often 
serve to reduce the size of the tumor and thereby 
render it removable surgically through a small 
incision. 

The solutions employed consist of 1 gm. each of 
quinine hydrochloride and antipyrine dissolved in 
4 c.cm. of water. A total of from 0.50 to 2.00 gm. 
of quinine is injected, depending on the body weight. 

The injections are made directly into the tumor 
and about the periphery, a maximum of 1 c.cm. 
being introduced at each point. To prevent slough- 
ing, considerable space should be left between the 
points of injection. An interval of about eight days 
must be allowed between each treatment for the 
subsidence of the inflammatory reaction. The slight 
pain which follows the injections is readily relieved 
by hot wet dressings. Fever often follows the first 
treatments. 

The quinine causes a perivascular sclerosis which 
rapidly reduces the volume of the tumor. Small 
hard nodules are produced in the area, but these 
tend to disappear spontaneously. If they do not, 
they may be removed surgically. 

Seven cases of moderately large, cavernous 
hemangiomata of the face were treated by this 
method with excellent results. The case histories 
are supplemented by photographs of the patients 
before and after operation. 

ALBERT F. De Groat, M.D. 


BLOOD; TRANSFUSION 


Schneider, J. P., and Carey, J. B.: The Nature of 
the Glossitis in Pernicious Anemia. Minne- 
sota Med., 1927, X, 214. 

In the glossitis which accompanies pernicious 
anemia the authors have demonstrated the pres- 
ence of streptococcus viridans. The technique con- 
sisted in sterilizing the surface of the area of the 
tongue by numerous applications of 95 per cent 
alcohol and removing under local anesthesia a sec- 
tion for culture. It was believed that this technique 
gave reliable surface sterilization. 

In nine cases of pernicious anemia examined, the 
culture was positive for the streptococcus viridans, 
whereas in the control cases of glossitis associated 
with carcinoma of the stomach, epilepsy, Moeller’s 
glossitis, ulcerative colitis, and arteriosclerosis the 
culture was sterile or showed the presence of some 
other micro-organism. Sections were made for the 
monilia and for spirilla, but in all cases these were 
negative. 

The presence of glossitis does not seem to depend 
upon the degree of anemia since in some cases the 
glossitis preceded all other symptoms and seemed. 
to improve as the anemia increased and vice versa. 

The results of this investigation seem to verify 
the findings of Hunter working with autopsy speci- 
mens of glossitis from cases of pernicious anemia. 

J. Pickett, M.D. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Davidson, E. C.: The Treatment of Acid and Alkali 
Burns. Ann. Surg., 1927, \xxxv, 481. 


The lesions produced in tissues by the action of 
alkalies and acids resemble those produced by heat. 
The latter, however, are self-limited in depth 
because tissues conduct heat poorly and the hot 
agent causing the burn is soon chilled. In the acid or 
alkali burn, the destruction may be progressive. 
The usual treatment of the lesion is the prompt re- 
moval of the irritating agent followed by neutraliza- 
tion with acetic acid in alkali burns and with sodium 
bicarbonate in acid burns. Smith and Holland, 
however, have advocated the use of water as a first- 
aid treatment with neutralization as a secondary 
measure. The author has attempted to determine 
the relative efficacy of neutralization and simple 
dilution in experimentally produced acid and alkali 
burns. 

Rats were anesthetized with ether and a hind leg 
was immersed in the test solution for a given period. 
Three groups of animals were used in each experi- 
ment. In the first group the excess of acid or alkali 
was carefully wiped away with cotton. In the second 
group, the irritant was neutralized with 5 per cent 
sodium bicarbonate or 1 per cent acetic acid solution. 
In the third group the burns were treated by vig- 
orous washing with water. Different dilutions of 
various acids and alkalies were tried. 

In every instance the rats which were washed 
thoroughly survived longer than those which were 
treated by neutralization, and at any given period 
after exposure to the caustic their lesions revealed 
less evidence of irritation than lesions treated by 
neutralization. It is thought that the heat of neutral- 
ization may be a factor in increasing the trauma. 

The latent periods of sensory stimulation of 
various caustics upon human skin were also deter- 
mined. 

The author concludes that when treatment by 
neutralization is employed, it should be used only 
after the maximal amount of the caustic has been 
removed by thorough washing. 

Leo M. Zrumerman, M.D. 


Gordon, B., and Cantarow, A.: The Use of Para- 
thyroid Extract in Hemorrhage. J. Am. M. 
Ass., 1927, 1xxxviii, 1301. 


This study was undertaken to obtain further 
data on the prevention and treatment of hemor- 
rhage arising from various sources. ‘The former 
dosage of parathyroid extract (from 10 to 15 units 
every thirty to thirty- -six hours) was used except in 
a few instances in which from 15 to 20 units were 


administered every twenty to twenty-four hours. 
The plan of treatment was to continue the injec- 
tions until the haemorrhage ceased and then to 
administer one dose after thirty-six hours. So far as 
possible, other treatment was discontinued. The 
cases studied included haemorrhage from the 
respiratory tract (most frequently the lungs), the 
gastro- -intestinal and genito- urinary tracts, and 
operative incisions in various parts of the body. The 
extract was administered also to patients with 
jaundice and other conditions in which the clotting 
time of the blood was prolonged. 

In all, the parathyroid extract was administered 
to 347 patients with hemorrhage from various 
causes. Cessation of the hemorrhage occurred in 
304 cases following one or more transient increases 
in the calcium content of the circulating blood. 
The most favorable results followed the adminis- 
tration of from ro to 15 units every thirty-six hours 
for from one to three doses. As a pre-operative 
measure in cases of jaundice the administration of 
the extract reduced the coagulation time to within 
normal limits and apparently prevented hamorrhage. 
Unfavorable results were produced by overdosage 
and prolonged administration. They occurred also 
in cases of blood dyscrasias (puerperal haemorrhage 
and hemorrhage disease of the newborn), irrespective 
of the size and number of doses, apparently because 
of certain local changes in the tissues. 

As compared with common experiences with the 
oral and intravenous administration of calcium, the 
results are more dependable. Gastric irritation and 
other untoward effects are avoided. The hormone 
was found to be of special value in the cases of 
patients recovering from surgical operations who 
were unable to tolerate oral therapy. 

In conclusion the authors state that the use of 
parathyroid extract is of value in the control of 
hemorrhage because it effectively mobilizes calcium 
salt which is normally stored in the body and is 
necessary for the clotting of blood. 

Emit C. Ropitsuek, M.D. 


Dolan, H. S.: Postoperative Vomiting Treated by 
Glucose and Insulin. Canadian M. Ass. J., 1927, 
Xvii, 431. 


As postoperative vomiting was noted to be 
relatively rare in the cases of diabetic patients given 
a moderate carbohydrate diet controlled by insulin, 
the attempt was made to control postoperative - 
vomiting in other cases by the administration of 
glucose and insulin. Accordingly, three old women 
with severe vomiting for three days following opera- 
tion were given 500 c.cm. of 10 to 20 per cent glucose 
intravenously and from ro to 15 units of insulin 
hypodermically. The vomiting ceased the same day. 
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The decision was then made to give pre-operative 
prophylactic treatment of the same character. Half 
an hour before the induction of anesthesia, 100 
c.cm. of orange juice was given by mouth and 5 
units of insulin administered hypodermically. This 
treatment was supplemented by the administration 
of 100 c.cm. of glucose three hours after operation. 

In two chest cases in which a previous operation 
had been followed by severe vomiting, there was 
no vomiting and only slight postoperative nausea 
following a second operation when the described 
prophylactic treatment was given. When one of the 
patients underwent a third operation without the 
prophylactic treatment she vomited for three days. 
This vomiting was then controlled by 100 c.cm. of 
20 per cent glucose and ‘10 units of insulin. 

The method described has relieved also the vomit- 
ing of peritonitis, the vomiting of pregnancy, and 
the acetone vomiting of children. 

Marcus H. Hoprart, M.D. 


ANASTHESIA 


Ockerblad, N. F., and Dillon, T. G.: Ephedrine 
in Spinal Anesthesia. J. Am. M. Ass., 1927, 
Ixxxvili, 1135. 


Spinal anesthesia is most satisfactory for urolog- 
ical cases but is often accompanied or followed by a 


marked depression which cannot be accounted for 
by the operation. This effect is due to a marked fall 
in the blood pressure. To combat it the authors have 
used ephedrine. Chen and Schmidt have shown that 
the action of this drug is similar to that of epine- 
phrine and is due to stimulation of the sympathetic 
nervous system. 

Ockerblad and Dillon have used it in twenty-four 
cases with uniformly good results. The blood pres- 
sure was first determined and a spinal puncture with 
the removal of 10 c.cm. of spinal fluid then done. 
Five cubic centimeters of the spinal fluid was dis- 
carded and the remaining 5 c.cm. with from 125 to 
200 mgm. of sterile procaine hydrochloride crystals 
then replaced in the subdural space. When the blood 
pressure had fallen 10 per cent the ephedrine was 
given subcutaneously and the blood pressure again 
determined at ten-minute intervals. The pressure 
must not be allowed to fall too low before the injec- 
tion as the rise from levels below a systolic pressure 
of 80 is retarded. The authors used 0.1 gm. of the 
drug subcutaneously before the pressure dropped 
below too mgm. Hg. Besides the increase in the 
blood pressure they noted an increase in the pulse 
rate after the injection. In the first few cases the 
drug was given by mouth. In these also it caused a 
marked increase in the blood pressure, but its action 
was delayed. Cuester L. Crean, M.D. 
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GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Meleney, F. L.: Hamolytic Streptococcus in Sur- 
gical Operating Personnel. J. Am. M. Ass., 1927, 
Ixxxviii, 1392. 

In a previous study of severe hemolytic strepto- 
coccus infections of operative wounds Meleney and 
Stevens were able to demonstrate by agglutination 
tests that a culture taken from one of the infected 
wounds was identical with a culture taken from the 
nose of the instrument nurse who assisted at the 
operation. This suggested to Meleney the study of 
the incidence of hemolytic streptococci in the noses 
and throats of the operating room personnel. During 
a twelve-month period he found the incidence to be 
greater in late winter and spring, with a peak in 
April and May. ‘The incidence was higher in the 
surgeons than in the operating room nurses. At one 
time or another positive cultures were found in 
nineteen of fifty-three surgeons but in only eight of 
seventy-two nurses. 

When adequate masking of all persons entering 
the operating room was practiced, the incidence of 
operative wound infections was decreased. While 
there is little doubt that there are other causes of 
wound contamination, the author wishes to empha- 
size the ease of eliminating, by adequate masking, 
one important source of wound infection. 

E. 


Francis, E.: Tularemia. Allantic M. J., 1927, xxx, 
337- 


_Tularemia is a subacute to chronic infectious 
disease caused by the bacterium tularense which 
occurs naturally as a fatal bacteramia in certain 
wild rodents and is transmitted to man by fly or 
tick bites or by contamination by the body fluids 
or tissues of infected animals or insects. It has 
been reported in thirty-four widely distributed 
states of the United States, from the District of 
Columbia, and from Japan. The organism was 
originally discovered in the California ground squir- 
rel by McCoy in 1o1t. Francis named the human 
disease tularemia in 1921. 

The constant source of the infection appears to 
be the wood tick which harbors the organism 
throughout its life and transmits it to its young. 
The body fluids and tissues of this insect are loaded 
with the bacteria. The horse fly transmits the 
disease mechanically by contamination of his 
mouth parts with the blood of infected rabbits or 
other rodents. In the wild rabbit, the condition is 
believed to be transmitted by lice, flies, and ticks. 

There is a certain seasonal incidence of the disease 
in man due to the seasonal activities of the flies and 


ticks and to the open season for the shooting of 
rabbits as determined by game regulations. Farm- 
ers and their families, market men, housewives, 
cooks, and hunters are most commonly affected 
because they are more often in contact with sources 
of infection. Laboratory workers are frequently 
victims because of their contact with experimental 
or test animals dying of the disease. Males are 
much more often affected than females. 

The infecting micro-organism is small, pleo- 
morphic, and gram negative. It grows only under 
aérobic conditions and not at all on the common 
laboratory media. It is easily killed by heat and 
chemical agents. In rabbits, guinea pigs, and white 
mice dying from the disease the bacteramia is so 
great that 0.000,000,01 c.cm. of the heart blood 
will kill a fresh animal. The coelomic fluid of the 
tick and bed bug is rich in micro-organisms. 

Pathologically the lesion is characterized by sub- 
acuteness approaching chronicity in the primary 
ulcer, the subcutaneous nodules, the lymphatic 
glands, the lymphatics between the primary ulcer 
and the glands and in the internal organs, the liver, 
spleen, lungs, andadrenals. The lesionis granulom- 
atous with a central area of caseation surrounded 
by epithelioid cells, fibroblasts, and lymphocytes, 
and, rarely, by giant cells. It is usually diagnosed 
as tuberculosis by those who are not familiar with 
the condition. 

Four clinical types are described: 

1. The ulceroglandular type in which the pri- 
mary lesion is an ulcer, usually on a finger, with 
enlargement of the epitrochlear and axillary glands. 
In the majority of these cases the infection results 
from the dressing, or handling, or skinning of rab- 
bits. In a smaller percentage it is caused by fly 
or tick bites. 

2. The oculoglandular type in which the primary 
lesion is a conjunctivitis with later an ulcerous 
conjunctivitis and enlargement of the regional 
glands. In 75 per cent of these cases the infection 
is derived from rabbits. 

3. The glandular type which shows enlargement 
of the epitrochlear and axillary glands without a 
primary lesion. In all cases of this type the infec- 
tion comes from the handling of rabbits, i.e., the 
dressing of rabbits for sale or for cooking. The 
organism presumably penetrates the unbroken skin. 

4. The typhoidal type which shows no primary 
lesion and no glandular enlargement. This type has 
usually occurred in laboratory workers who have 
done necropsies on infected laboratory animals. 

After an incubation period varying from one to 
nine days and averaging three days, the patient 
becomes suddenly ill with headache, vomiting, 
chilliness, chills, aching pains, sweating, prostra- 
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tion, and fever. The regional glands swell up 
within forty-eight hours after the onset, and about 
twenty-four hours later the primary site of infec- 
tion becomes tender with the formation of an 
inflamed papule which breaks down, leaving a 
necrotic core which is later extruded and leaves an 
ulcer. In a certain number of cases the skin over 
the lymph glands breaks down, but in about 50 per 
cent the glands remain hard and tender for from 
two to three weeks. Subcutaneous nodules are fre- 
quently found along the course of the lymphatics. 
The acute stage, which lasts from two to three weeks, 
is associated with weakness, loss of weight, chills, 
and prostration. The fever is rather typical, show- 
ing first a rise lasting for two or three days, then a 
remission lasting for two or three days, and then a 
secondary rise which goes up to the original height 
and gradually declines to normal in two or three 
weeks. There is a moderate leucocytosis. 

The general symptoms and course in the four 
types are the same. In the oculoglandular type the 
pre-auricular parotid, submaxillary, anterior cer- 
vical, and, rarely, the axillary glands are enlarged. 
Of twenty-two oculoglandular cases the involve- 
ment was bilateral in three cases and in all of these 
three it was fatal. 

The mortality is low. In 323 cases there were 
only sevendeaths. Convalescence, however, is slow, 
the patient usually being unable to return to work 
for three months and some of them not for six 
months or a year. 

The diagnosis is based on a history of dressing or 
dissecting wild rabbits or of a tick or fly bite; a 
primary lesion, either a papule followed by an 
ulcer or a conjunctivitis; enlargement of the glands 
regional to the primary lesion; and a fever of two 
to three weeks’ duration. In the laboratory the 
diagnosis will be confirmed by agglutination of 
the bacterium tularense with serum from the pa- 
tient during the second week and increase in the 
titer during the third week, and by isolation of the 
organism from inoculated guinea pigs. The serum 
will agglutinate bacillus abortus and bacillus meli- 
tensis, it usually does not do so in as high a 
titer as it agglutinates bacterium tularense. 

One attack confers immunity as the agglutinins 
persist in the blood for years. 

The treatment is purely symptomatic. Bed rest 
is most important. Incision of the glands is not 
advisable. No vaccine or serum has as yet been 
developed. Micuakt L. Mason, M.D. 


HOSPITALS; MEDICAL EDUCATION 
AND HISTORY 


Williams, J. W.: Is an Architecturally Isolated 
Building Essential for a Lying-In Hospital? 
Mod. Hosp., 1927, xxviii, 58. 

The author does not agree with DeLee that the 
maternity should be housed in a separate building. 

He cites his experience at Johns Hopkins Hospital, 


Baltimore, where the maternity service at first 
occupied the same floor as the isolation ward. 

Williams does not consider puerperal infection to 
be air-borne, but insists upon a rigid aseptic tech- 
nique, especially the avoidance of routine vaginal 
examination. A proper personnel on the service is 
of more importance than the architectural arrange- 
ment of the building. 

The author has had training in the pathological 
laboratory, and is still a regular attendant at post- 
mortem examinations which are made in most of 
the cases of death on this service. 

The proper planning of maternity hospitals should 
interest the obstetrician as well as the architect. 
Large, well-ventilated rooms, porches, solaria, etc., 
are important. The building should be as sound 
proof as possible, as quiet is important to the wel- 
fare of the patient. 

In conclusion Williams says that if De Lee’s 
plan were rigidly followed as the only safe way in 
which to conduct a maternity, the cost would be so 
prohibitive that the service could be carried on 
only in large wealthy institutions. 

J. Pickerr, M.D. 


Sherrington, Sir C. S.: Lister as a Physiologist. 
Brit. M.J., 1927, i, 653. 

Bulloch, W.: Lister as a Pathologist and Bacte- 
riologist. Brit. M. J., 1927, i, 654. 

Moynihan, Sir B.: Lister as a Surgeon. Brit. M. 
J., 1927, i, 656. 

Thomson, Sir StC.: Lister: A House-Surgeon’s 
Memories. Bril. M.J., 1927, i, 659. 


SHERRINGTON: Lister’s earliest paper in 1853 
dealt with the contractile tissue of the iris. In his 
second paper, published a few months later he dis- 
cussed the arrectores pilorum. His third paper was 
also physiological, dealing with smooth muscle. 
About this time he wrote his father that he had 
become greatly interested in surgery and had begun 
investigating the fundamental process and reaction 
of inflammation. These investigations led to his 
article on the pigment cells of the frog’s skin and the 
nervous control of arteries. 

Buttocu: Lister’s theory as to the cause of blood 
coagulation—that it is due to the influence exerted 
on the blood by contact, even momentarily, of 
ordinary matter of some kind—is about as good an 
explanation as we have today. 

Lister became one of the foremost bacteriological 
technicians of his time. He grew the bacterium 
lactis in pure culture in sterile milk. His work on 
lactic fermentation is a classic. 

He regarded irritants as acting in a twofold 
manner, the primary effect a dilatation of the vessels 
brought about by the influence of the nervous sys- 
tem and not limited to the locus of the irritant, 
and the secondary effect the direct outcome of the 
irritation itself, in consequence of which the blood 
becomes altered physically and the red disks be- 
come more adhesive, accumulate in masses, and 
may bring about a condition of stasis. 
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No one could come into contact with Lister with- 
out being impressed by his noble personality, his 
magnanimity, his liberality, and his modesty. 

MoyniaANn: Lister’s discovery was very gradual. 
His earliest interest in surgical inquiry were con- 
cerned with inflammation, its cause, its nature, and 
the possible methods of controlling it. In this, as 
in many of his earlier investigations, Hunter was 
both his inspiration and his guide. His paper ‘On 
the flow of the lacteal fluid in the mesentery of the 
mouse,”’ published in 1857, based on research 
begun in 1853, was an extension of Hunter’s ex- 
periments on absorption. His studies on coagu- 
lation of the blood bégan with an investigation on 
the blood in the veins of sheep’s ‘trotters’ ob- 
tained from the slaughterhouse. By means of his 
experiments he was able to carry our knowledge of 
coagulation of the blood far beyond the point to 
which it had been brought by Hunter and Hewson 
a century before, yet the methods he employed were 
clearly modifications of those used by Hunter. 

Lister’s first premise was that decomposition in 
wounds depends upon the activity of living micro- 
organisms; his second, that such organisms could 
be destroyed in the wound or as they were about to 
enter the wound; and his third that the organisms 
within the field of operation could be destroyed 
before they entered the wound. 

Lister saved more lives than all the wars of all 
the ages have thrown away, changed the face of 
surgery, and created, if not a new art, at least new 
and safe and illimitable opportunities for the prac- 
tice of the old art. 

The first conception in Lister’s mind in respect to 
treatment was that the organisms within the wound 
and those entering it, might be destroyed by some 
chemical agent, the nature of which was to be 
determined by a series of experiments. It is beyond 
dispute that Lister clearly realized the distinction 
between the “prophylactic” and the “therapeutic” 
uses of chemical agents in surgery. 

The consequences of Lister’s work are numerous 
and far reaching. The immediate result was, of 
course, the complete abolition of many of the 
dangers of infection in a wound extending to other 
parts and causing severe and protracted suffering, 
even grave risk to life itself. When the few opera- 
tions then performed became safe, it was obvious 
that other operations might be attempted. The 
result was that procedures formerly regarded as 
very dangerous were performed more frequently as 
soon as it could be claimed that their risk was 
definitely less than the risk of inaction. 

It is Lister’s work that has permitted us so to 
plan our operations that not the lesion alone but 
also all those parts, such as lymphatic glands, into 
which it makes haste to extend can be removed in 
one mass, and that infection is now the least of 
our anxietiés, 

We may almost claim that the full effect of 
Lister’s work is now accomplished. We know that, 
for all time, operations of every kind may be 


practiced without the grave risks that formerly 
prohibited them. ‘The art of surgery is far in ad- 
vance of all the sciences upon which its future 
progress depends. 

On the roll of honor which bears the names of the 
saviours of mankind, no name is more worthy of 
remembrance than that of Lister. Lister’s living 
and enduring memorial is a great and ever greater 
multitude of men, women, children of every nation, 
race, and creed who, through his mercy and by 
the skill of his hand, have been relieved from infir- 
mity and suffering and sorrow and made for a time 
triumphant over death itself. 

THomson: Lister achieved more for mankind 
than all the surgeons from the beginning of history. 
He was of pure English stock, his people coming 
from Yorkshire. From his father, a prosperous 
wine merchant in London, he inherited a taste for 
scientific pursuits. His father was deeply interested 
in the science of optics; he helped perfect the 
microscope, and was a Fellow of the Royal Society. 

In 1853, when Lister was 26 years of age, he went 
to Edinburgh to study under Syme. It has been 
said of Syme, that he never wasted a word, a drop 
of ink, or a drop of blood. Lister became Syme’s 
assistant, and a few years later, his son-in-law. From 
Edinburgh, Lister was called in 1861, at the age of 
33 years, to fill the Chair of Surgery in the Univer- 
sity of Glasgow. There he remained until 1869, and 
it was chiefly during these years that he laid the 
foundation of antiseptic surgery. In 1869, at the 
age of 42 years, he returned to Edinburgh as 
Professor of Surgery in the University and there 
passed the eight years of his life which he after- 
ward referred to as the happiest, as they certainly 
were the fullest. In 1877 he went to hold the same 
chair at King’s College, London. He had stipulated 
that he should be allowed to bring with him from 
Edinburgh four assistants already trained in his 
methods and attached solely to his service. Of the 
four who accompanied Lister from Edinburgh to Lon- 
don, one, Dr. James Altham of Penrith, is dead. Of 
the surviving three, one is Dr. W. H. Dobie, who has 
long held a high position in Chester. Another is 
Dr. John Stewart of Halifax in Nova Scotia, one 
of the most affectionate pupils of the master, whom 
he has drawn in many letters and pen pictures. 
The fourth is Sir William Watson Cheyne who was 
Lister’s last house-surgeon in Edinburgh and his 
first in London, and succeeded his master as 
professor in King’s College Hospital. 

The peace-loving Quaker spirit of Lister was 
greatly distressed by the opposition he met with at 
the hospital from the nursing sisters of St. John. 
Lister upset the pious sisters by copious ablutions 
and by purification of many pairs of hands before 


touching a patient, and many of his patients were © 


carried or wheeled into the theater as subjects for 
clinical lectures. 

Fifty years ago the wards of most of the hos- 
pitals in England reeked with the smell of putre- 
faction, just as they had done for centuries, but 
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Lister’s wards were free from what was everywhere 
accepted as the recognized “hospital smell.”’ His 
dressings, when taken off, were free from pus and 
foetor. ‘Thomson well remembers the surprised and 
approving sniff with which the visitor—generally a 
foreigner—confirmed Lister’s frequent and pleased 
remark: ‘You will notice, gentlemen, that any 
discharge is only serous and is quite sweet.’’ Yet 
Londoners did not come to see his epoch-making 
change and to be converted. In Edinburgh, Lister’s 
class frequently numbered 400 students. In London, 
some ten or twenty might turn up, but even these 
gradually fell off. 

Lister’s hand was large and neither graceful nor 
delicate looking. Lister was a steady, firm, and 


deliberate operator. He never wore a white gown 
nor a mask nor gloves. He frequently did not 
remove his coat, but simply rolled his sleeves back 
and turned his coat collar up so that his white 
starched collar would not be made sodden by the 
cloud of carbolic spray in which he operated. 
Sometimes he removed his black frock coat while 
operating, and had an ordinary towel pinned across 
his chest. 

Lister created anew the ancient art of healing. He 
did more for surgery and mankind than had been 
done by all the surgeons of all the ages since the 
days of Hippocrates. 

Thomson says he never saw Lister do an abdom- 
inal section. R. SteInKE, M.D. 
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the knee-joint. W. E. — and A. B. LEMESURIER. 
Ann. Surg., 1927, Ixxxv, 59 282 

A case of excision of the - and elbow joints by Lord 
Lister: condition forty years after. Sir G. T. Beatson. 
Brit. M. J., 1927, i, 662. [282] 

The prevention of genu recurvatum after tibial osteot- 
omy. J. Rey. Zentralbl. f. Chir., 1927, liv, 21. 

Where should not the leg be amputated? Zur VERTH. 
Zentralbl. f. Chir., 1926, liii, 3218. 

ee of bones of the leg to correct inequality of 
length. J. A. Brooke. Surg., Gynec. & Obst., 1927, xliv, 
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Arthrodesis of the ankle. G. F. Srraus. Surg., Gynec. 
& Obst., 1927, xliv, 676. 

The plantar fascia: a study of its anatomy and of its 
pathology in talipes cavus; a new operation for its cor- 
rection. J. T. Rucn. Am. J. Surg., 1927, ii, 307. [383] 

Discussion on the treatment of pes oo 
Soc. Med., Lond., 1927, xx, Sect. Orth 

The operative treatment of hallux va ny ‘C. Mav and 
H. J. Lauper. Deutsche Ztschr. f. Chir., 1926, cxcvii, 
361. [283] 

The operations for hallux valgus. J. Fesster. Deutsche 
ane. Wcehnschr., 1926, lii, 2072. Zentralbl. f. Chir., 1926, 
iii, 2951. 

A new modification of the hallux valgus operation. 
M. Mever. Zentralbl. f. Chir., 1926, liii, 3265. 

Osteoplasty following removal of the calcaneus. J. E. 
Scumipt. Arch. f. klin. Chir., 1926, cxliii, 530. 

Experimental study of muscle contractures after tight 
bandages. K. Iwata. Arch. f. japan. Chir., 1926, iii. 

An experimental study of fat embolism following 
orthopedic operations. T. Yosuimasu. Arch. f. japan. 
Chir., 1g26, iii. 


Fractures and Dislocations 


Comments on 300 recent fractures of the limbs. OLLER. 
Prog. de la clin., Madrid, 1927, xv, 99. 

Treatment of fractures in a —— clinic. L. M. 
Jacoss. Med. J. & Rec., 1927, cxxv, 

Is there a fracture problem? If so, ant is the solution? 
N. W. SHarpe. J. Missouri State M. Ass., 1927, xxiv, 188. 

Emergency splinting of fractures for transport. N. T 
Kirk. Mil. Surgeon, 1927, Ix, 532. 

The use of regional anesthesia by the nerve-block 
method for the reduction of fractures and dislocations. 
S. Mace. Ann. Surg., 1927, Ixxxv, 765. 

The technique of open reduction of fractures. M. 
Krrscuner. Surg., Gynec. & Obst., 1927, xliv, 541. [284] 

The treatment of compound fractures. F. KoeEnic. 
Zentralbl. f. Chir., 1926, lili, 2922. 

The treatment of recent compound and non-infected 
fractures. G. Lecterc. Bull. et. mém. Soc. nat. de chir., 
1927, liii, 177. 

hree cases of late osteosynthesis for compound frac- 
ture. A. Ricnarp and C. LeENorMANT. Bull. et mém. 
Soc. nat. de chir., 1927, liii, 177. 

Two cases of late osteosynthesis for fracture. DucHet- 
Sucuaux. Paris chir., 1927, xix, 65. 

Multiple fractures: report of two unusual cases. F. 
CuristopHer. Am. J. Surg., 1927, li, 422. 

The treatment of pseudarthrosis. R. Sort. Semana 
méd., 1927, Xxxiv, 437. 

Isolated fracture of the glenoid cavity. Bérarp. Lyon 
chir., 1927, xxiv, 62. 

Reduction of shoulder and hip dislocations according to 
the method of Djanelidze. J. Danirack. Zentralbl. f. 
Chir., 1927, liv, 72. 

A case of recurring luxation of the shoulder. BéRrarp 
and Guitteminet. Lyon chir., 1927, xxiv, 86. 

Recurrent anterior dislocation at the shoulder; operative 
cure by bone graft. K. Speep. Surg., Gynec. & Obst., 
1927, xliv, 468. 

The treatment of recurrent dislocation of the shoulder 
ition according 


with an operative technique aimed at re 
in. Chir., 1926, 


to the cause. E, Locen. Beitr. z. 
CXXXviii, 401. 
The treatment of habitual shoulder dislocation. Wust- 
MANN. Deutsche Ztschr. f. Chir., 1926, cxcix, 402. 
Pseudarthrosis of the humerus; osteosynthesis and 
grafting. Parrre. Lyon chir., 1927, xxiv, 81. 
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Longitudinal fracture of the neck of the radius: an 
unusual and hitherto undescribed fracture: report of five 
cases. H. B. Patties and W. 1. GALLAND. J. Am. M. Ass., 
1927, Ixxxviii, 1318. [284] 

Fracture of the forearm in children. J. GrossMAN. 
Med. Times, 1927, lv, tog. 

Fractures of the wrist. R. Finocuterro. Semana méd., 
1927, XXXiV, 324. 

Fracture of the vertebre in tetanus. 
Beitr. z. klin. Chir., 1926, cxxxviii, 555. 

Fractures of the transverse processes of the lumbar 
vertebrae. R. H. Kennepy. Ann. Surg., 1927, Ixxxv, 519. 
Am. J. Surg., 1927, ii, 368. (284] 

Fractures of the transverse processes. W. LATTEN. 
Fortschr. d. Med., 1926, xliv, 1199. 

Fractures of the ilius. G. Prert. Arch. ital. di chir., 
1927, XVvii, 273. 

Fracture of the acetabulum with pyemia; the report 
of a case. H. I, Jounson, Nebraska State M. J., 1927, 
xii, 165. 

Bilateral congenital dislocation of hips. J. W. Brans- 
FleLp and F. Wittarp. Ann. Surg., 1927, Ixxxv, 778. 

Infections secondary to a luxation of the hip. ‘Taver- 
NieER. Lyon chir., 1927, xxiv, 121. 

Reduction of some luxations developing in the course of 

osteomyelitis of the hip. R. Le Forr. Bull. et mém. 
Soc. nat. de chir., 1927, liii, 234. 

The results of the Davis method of reduction of con- 
genital hip dislocation. Def. P. Wittarp. J. Bone & 
Joint Surg., 1927, ix, 270. [284] 

A method of treating fractures of the femur in adults. 
N. W. Cornett, Am. J. Surg., 1927, ii, 415. 

The anatomy and treatment of fracture of the neck of 
the femur. I’. Hesse. Deutsche Ztschr. f. Chir., 1926, 
cxcix, 361. 

The treatment of fracture of the femoral neck with a 
plaster-of-Paris dressing. EI. UNGer and C. LAGEMANN. 
Med. Klin., 1926, xxii, 1840. 


W. BAECKER. 


_D. P. D. Witkte. Surg., Gynec. & Obst., 
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The treatment of fracture of the neck of the femur 
1927, xliv, 529. 
285] 


Recurring luxations of the patella. C. Lucones. Rev. 
méd. Lat.-Am., 1927, xii, 815. 

Compound fr racture of the patella; excision, reunion, and 
recovery. R. Dupont and L. Bazy. Bull. et mém. Soc. 
nat. de chir., 1927, liii, 166. 

The operative treatment of patellar fractures. S. 
GrrcoLtaw and A. Werescarnski. Arch. f. klin. Chir., 
1926, cxliii, 428. 

Fractures of the limbs. M. Srncctatr. Lancet, 1927, 
ccxii, 920. 

Compound fracture of the tibia with an open knee joint; 
compound fracture of the right tibia with open knee and 
ankle joints; late result; compound fracture of the tibia. 
Late pedicle skin graft; compound fracture of the tibia. 
Late pedicle skin graft for adherent tender scar; foreign 
body of unusual origin in the knee joint. J. H. Gartock. 
Am. J. Surg., 1927, li, 473. 

Pott’s fracture. R. G. Caroruers. J. Med., Cincinnati, 
1927, Vili, 129. 

Two cases of osteosynthesis for fracture of the leg. 
Hi. Juper. Paris chir., 1927, xix, 54. 

Postoperative result in a case of dislocation of the ankle 
ee fracture and avulsion of the _ of the astragalus. 

C. Ocirvy. Am. J. Surg., 1927, ii, 508 

“Avulsion fracture of the tuberosity of the fifth meta- 

tarsal. K. Kocu. Zentralbl. f. Chir., 1927, liv, 74. 


Orthopedics in General 


Thirty-second report of progress in orthopedic surgery . 
P. D. Witson, L. T. Brown, H. C. Low, M. N. Smrra- 
PETERSEN, and others. Arch. Surg., 1927, xiv, 1107. 

Orthopedic exercises for the school. C. Deurscu- 
LAENDER. 1926: Leipzig, Verl. d. Buchhandl. d. Verd. b. 
Aerzte Deutschlands. 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


Blood Vessels 


Excision of right subclavian vein for bacteriamia. A. V* 
Moscucowrrz. Ann. Surg., 1927, Ixxxv, 793. 

Spontaneous rupture of the deep epigastric artery: a 
report of two cases. H. B. Epstein. Am. J. Surg., 1927, ii, 
4062. 

Experimental researches upon vasomotricity. R. 
Lericue and R. Fonratne. Ann. Surg., 1927, lxxxv, 641. 

Experimental investigations of the innervation of the 
capillaries. MAGNus. Zentralbl. f. Chir., 1926, liii, 3175. 
Arch. f. klin. Chir., 1926, cxliii, 574. 

Vascular diseases and the sympathetic system. H. A. 
Harris. Brit. M. J., 1927, i, 780. 

New studies in vascular radiology. M. De Apreu. 
Folha med., 1927, viii, 35, 50. 

Multiple familial telangiectases. S. FE. 
Roy. Soc. Med., Lond., 1927, xx, 1059. 

Progressive venous insufliciency; observations on the 
pathogeny of varicose veins. G. DeLater. Irish J. M. Sc., 
1927, Pp. 199 

diffuse phlebectasia of the arm. A. Scumipt. 
Deutsche Ztschr. f. Chir., 1926, cxeviii, 403. 

The treatment of varices. Mornarp. Bull. et mém. 
Soc. d. chirurgiens de Par., 1927, xix, 31. 


Dore. Proc. 


Notes on the injection treatment of varicose veins. 


H. Stokes. Irish J. M. Sc., 1927, p. 206. 


Should varicose veins be thrombosed? 
Schweiz. med. Wchnschr., 1926, lvi, 1076. 
Is artificial thrombosis in varicose veins of the leg with- 
out previous high ligation of the saphenous vein allowable? 
Hirsca. Wien. klin. Wchnschr., 1926, xxxix, 


rag ge of the internal carotid artery. V. MAGNus. 
J. Am. M. Ass., 1927, Ixxxviii, 1712. 
Aortic aneurism simulating ‘spontaneous pneumothorax. 
H. F. GAmmons. Med. J. & Rec., 1927, cxxv, 595. 
Aneurism of the hepatic artery. O. TENANT. 
Rome, 1927, xxxiv, sez. chir., 92. 

Aneurisms of the splenic artery. H. NAEHER. Deutsche 
Ztschr. f. Chir., 1926, cxcviii, 118. [286] 

Ruptured mycotic aneurism of the right gastro-epiploic 
artery. G. Ercaetter and J. G. KNnortaca. Deutsche 
Ztschr. f. Chir., 1926, cxcviii, 416. 

The diagnostic value of the thrill in arteriovenous com- 
munication. P. Rocwer. Lyon chir., 1927, xxiv, 72. 

The oscillometric examination of arterial permeability. 
A. P. Cawaptas. Brit. M. J., 1927, i, 419. [287] 

The surgical treatment of the late results of phlebitis 
and cedema of the lower limbs. R. Lericue. Bull. et 
mém. Soc, nat. de chir., 1927, liii, 187. 

The increase in the frequency of thrombosis and em- 
bolism in the last decade. Von Linnarpt. Zentralbl. f. 
Chir., 1926, liii, 2921. 


Policlin., 
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Obliterating thrombo-angiitis. Gumry. Arch. méd. 
belges, 1927, Ixxx, 49. 

Gangrene from endarteritis obliterans. C. Prova. Rev. 
méd. d. Rosario, 1927, xvii, 82. 

Two cases of splenic vein thrombosis. J. Kretz. Wien. 
Arch. f. innere Med., 1926, xiii, 249. 

Phlebitis and thrombophlebitis of the lower extremities 
and of the superficial veins of the lower abdomen. W. 
Barn. Lancet, 1927, ccxii, 701. [287] 

Fat embolism. B. FE. Crarke. J. Am. M. Ass., 1927, 
Ixxxviii, 919. [287] 

Fat embolism, including experimental, production with- 
out trauma. E. P. LenmMan and R. M. Moore. Arch. 
Surg., 1927, xiv, 621. . [287] 

Embolectomy of the femoral artery. INGEBRIGTSEN. 
Bull et mém. Soc. nat. de chir., 1927, liii, 229. 

Blood-vessel suture following injury. E. Just. Wien. 
med. Wchnschr., 1927, Ixxvii, 19. 

The surgery of large vessels. FE. Ho~tmMan and M. E. 
Epwarps. J. Am. M. Ass., 1927, Ixxxviii, 909. [288] 

The treatment of angiomata by injections of quinine 
salts into the tumor. LER. Des Barres. Bull. et mém. 
Soc. nat. de chir., 1927, liii, 405. [288] 

The treatment of the hemangioma. H. STEGEMANN. 
Therap. d. Gegenw., 1926, Ixvii, 441. 


Blood; Transfusion 


Practical hematology for students and practitioners. 
H. Z1EMANN. 1927: Berlin, Karger. 

The relation between the cell count, cell volume, and 
hemoglobin content of venous blood of normal young 
women: redeterminations of the color index, volume index, 
and saturation index standards based on observations in 
too cases. EF. E. Oscoop and H. D. Haskins. Arch. Int. 
Med., 1927, xxxix, 643. 

The calcium and potassium content of the blood. E. 
Kyiin. Acta med. Scand., 1927, Supp. xix. 

The influence of mud bath treatment on the female 
organism. I. The action of mud baths on the blood 
calcium content. A. GintscHer, R. FRENKEL, P. SCHES- 
TERIKOWA. Ztschr. f. d. ges. exper. Med., 1926, lii, 525. 

The effect of the parenteral administration of protein 
on the qualitative blood picture of the rabbit. W. BuEn- 
GELER. Frankfurt. Ztschr. f. Path., 1926, xxxiv, 350. 


A finger puncture method for the blood sedimentation 
test. J. Cutter. Am. J. M. Sc., 1927, clxxiii, 687. 

Acceleration of the clotting and sedimentation time of the 

lood. R. Corpua and H. Hartmann. Klin. Wchnschr., 
1926, Vv, 2309. 

The possibility of using the blood sedimentation time in 
orthopedics. A. SmmLER. Schweiz. med. Wchnschr., 1926, 
lvi, 1048. 

Metabolic studies in the treatment of polycythemia 
vera with phenylhydrazine. L. D. HurrmMan. Arch. Int. 
Med., 1927, xxxix, 656. 

The Kirchheimer family of bleeders (Mampel). W. J. 
Kiuc. Deutsche Ztschr. f. Chir., 1926, cxcix, 145. 

The nature of the glossitis in pernicious anemia. J. P. 
SCHNEIDER and J. B. Carey. Minnesota Med., 1927, x, 
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Blood transfusion. M. G. Wout. Nebraska State M. 
J., 1927, xii, 169. 

Transfusion of blood in the treatment of various diseases. 
H. Rotreston. Policlin., Rome, 1927, xxxiv, sez. prat., 
240. 

Constitutional serology in connection with blood group- 
ing. L. Hirszretp. Ergebn. d. Hyg., Bakteriol., Im- 
munitaetsforsch., 1926, viii, 367. 

A new blood-agglutination test with haemolyzed blood, 
and the demonstration of a new blood-transfusion ap- 
paratus. CLEMENS. Zentralbl., f. Chir., 1926, liii, 3181. 

Practical experiences with blood transfusion. E. Voor. 
Monatsschr. f. Geburtsh. u. Gynaek., 1926, Ixxv, 262. 

The present technique of blood transfusion and its 
— Rosert. Deutsche med. Wchnschr., 1926, 
ii, 2122. 

The biological action of blood transfusion, especially in 
pernicious anemia. R. Stani and F. BAcuMANN. Ztschr. 
f. klin. Med., 1926, civ, 637. 


Lymph Vessels and Glands 


Congenital cystic lymphangioma of the neck. T. 
SremnrortH. Ztschr. f. Geburtsh. u. Gynack., 1927, xc, 
637- 

An axillary cyst of lymphatic origin. Pater. Lyon 
ir., 1927, XXiv, 99. 

The treatment of sweat-gland abscess. O. Horse and 
P. Moritscu. Deutsche Ztschr. f. Chir., 1926, cxcix, 326, 


SURGICAL ‘TECHNIQUE 


Operative Surgery and Technique; 
Postoperative Treatment : 


Daylight projection (of pictures) in the operating room. 
G. von PANNEwItz. Klin. Wchnschr., 1927, vi, 19. 

A new method of hand disinfection. P. Prrzen. Muen- 
chen. med. Wchnschr., 1926, Ixxiii, 2213. 

Skin disinfection, with especial reference to the use of 
acriflavine. M. B. Tinker and H. B. Sutton. J. Am. M. 
Ass., 1927, Ixxxviii, 1560. 

The preparation for surgical procedures. J. VoLKMANN. 
1926: Berlin, Springer. 

Pre-operative and postoperative treatment of the 
circulatory system. Hans. Deutsche med. Wchnschr., 
1926, lii, 2160. 

Pre-operative and postoperative care of the respiratory 
tract. R. VON DEN VELDEN. Deutsche med. Wchnschr., 
1926, lii, 2163. 

Some important factors in the surgical risk. A. T. 
Hoxsroox. J.-Lancet, 1927, xlvii, 196. 


The bearing of such conditions as high blood pressure. 
glycosuria, and albuminuria on the performance of surgical 
operations. A. E. Maytarp. Edinburgh M. J., 1927, 
XXXiV, 275. 

A description of the technique of the projection and 
registration of the action currents of the heart during op- 
erations. E. Ren and H. Retstncer. Klin. Wehnschr., 
1927, Vi, 20. 

The treatment of acid and alkali burns. E. C. Davipson. 
Ann. Surg., 1927, Ixxxv, 481. 

Free full-thickness skin transplantation. E. C. Papcerr. 
J. Kansas M. Soc., 1927, xxvii, 145. 

Autoplasty of the buttock with tubular flaps. Santry. 
Lyon chir., 1927, xxiv, 48. 

A new method of obtaining costal cartilage for plastic 
and reconstruction surgery. J. D. Ketty. Surg., Gynec. 
& Obst., 1927, xliv, 687. 

The use of parathyroid extract in hemorrhage. Bb. 
Gorpon and i Cantarow. J. Am. M. Ass., 1927, 
Ixxxviii, 1301. (290) 
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The prevention of postoperative retention of the urine 
by the use of cylotropin. B. von Bopé. Zentralbl. f. 
Gynaek., 1927, li, 

Postoperative vomiting treated by glucose and insulin. 
H. S. Dotan. Canadian M. Ass. J., 1927, xvii, 431. [290] 

Postoperative acidosis and its treatment. E. L. Bere- 
sow, W. J. KuchowarENnko and Lirscuuetz. Arch. f. 
klin. Chir., 1927, cxliv, 222. 

The prophylaxis of postoperative pneumonia. MuEHL- 
BRANDT. Zentralbl. f. Chir., 1927, liv, 160. 

The ether and autogenous blood treatment of post- 
operative pulmonary conditions. P. Koenic. Deutsche 
Ztschr. f. Chir., 1926, cxcix, 198. 

The prophylaxis of postoperative pulmonary complica- 
tions and their treatment by ether and autogenous blood 
injections. W. Scuaak. Deutsche Ztschr. f. Chir., 1926, 
CXCix, 205. 


Antiseptic Surgery; Treatment of Wounds 
and Infections 


Hypertonic salt solutions in the treatment of superficial 
infections. R. D. IrRLANb. J. Kansas M. Soc., 1927, xxvii, 


153. 
on on the use of Dakin’s fluid. A. REVER- 
DIN. Rev. méd. de la Suisse Rom., 1927, xlvii, 272. 

The roentgen treatment of inflammations. HErmDEN- 
HAIN. Fortschr. a. d. Geb. d. Roentgenstrahlen, 1926, 
XXXV, 20. 

The X-ray treatment of inflammatory conditions. 
Porpes. Fortschr. a. d. Geb. d. Roentgenstrahlen, 1926, 
XXXV, 23, 24. 

X-ray treatment of infections. HemeNnnatn. Zentralbl. 
f. Chir., 1926, liii, 3192. 

X-ray treatment of infections. Porpres. Zentralbl. f. 
Chir., 1926, liii, 3193. 

The treatment of wounds through local chemical action 
on the local vascular nervous system. F. Scuurck. Klin. 
Wcehnschr., 1926, v, 2445. 

The action and use of certain agents employed in- 
travenously in pyogenic infections (collargol, trypaflavin, 
urotropin). T. BruNNER. Zentralbl. f. Chir., 1926, liii, 
2924. 

simple treatment of extensive burns. PAaRAvIcINt. 
Schweiz. med. Wchnschr., 1927, lvii, 22. 

A contribution on the treatment of tetanus. F. Fatrort. 
Policlin., Rome, 1927, xxxiv, sez. prat., 311. 

A method of treating fully developed tetanus. 
TscueBuLt. Zentralbl. f. Chir., 1926, liii, 3250. 

The treatment of tetanus with vaccine. A. MARTIRI. 
Policlin., Rome, 1927, xxxiv, sez. prat., 314. 

Recovery following the use of purified serum in a case of 
tetanus appearing fifteen days after an accident and in 
spite of a preventive injection of ordinary serum. R. 
Waritz and Proust Bull. et mém. Soc. nat. de chir., 
1927, liii, 121. 


The practical significance of local immunity in surgery, 
especially in its relation to the treatment of erysipelas. 
Picarp. Zentralbl. f. Chir., 1927, liv, 28. 

The treatment of furuncles with analgit. A. BRAMER. 
Deutsche med. Wchnschr., 1926, lii, 1994. 

Malignant cedema due to carbuncle. J. R. Paso. 
Semana méd., 1927, xxxiv, 257. 

Comparative investigations on the effect of deep anti- 
septics on the bacillus of gas gangrene. K. AyUKAWA. 
Deutsche Ztschr. f. Chir., 1926, cxcix, 244. 


Anesthesia 


Anesthesia from the standpoint of the surgeon. G. P. 
MueE ter. Am. J. M. Sc., 1927, clxxiii, 605. 

Our experience with anesthetics, and an illustration of 
the method employed. E. H. Cary. South. M. J., 1927, 
XX, 

Ether anesthesia with the apparatus of Ombrédanne. 
F. Netzer. Fortschr. d. Therap., 1926, ii, 731. 

The danger of explosion with oxygen-ether anzsthesia. 
A. Beck. Zentralbl. f. Chir., 1926, liii, 3028. 

The cardiac output in the dog during ether anzsthesia: 
III. The effect of therapeutic amounts of digitalis on the 
cardiac output of the anesthetized dog. A. BLALock. 
Arch. Surg., 1927, xiv, 978. 

Ether convulsions. S. R. Witson. Lancet, 1927, ccxii, 
1117. 

Ethylene-oxygen anzsthesia: report of 2,750 cases. 
C. I, ALLEN and M. Murray. Surg., Gynec. & Obst., 
1927, xliv, 690. 

The type of apparatus for nitrous oxide anesthesia. 
H. a Muenchen. med. Wchnschr., 1926, Ixxiii, 
2248. 

The danger of explosion in narcylen anesthesia. M. 
LagseEcKeE. Zentralbl. f. Chir., 1926, liii, 2966. 

Lobelia in anesthetic asphyxia. PritzNer. Klin. 
Wehnschr., 1926, v, 2143. 

Clinical experiences with psicain in connection with 
increasing the indications for local anesthesia. A. G. 
HILMANN and A. N. Ryscuicu. Deutsche Ztschr. f. Chir., 
1926, 317. 

Brachial plexus block: its clinical application. E. M. 
Livincston and H. Wertuermm. J. Am. M. Ass., 1927, 
Ixxxviii, 1465. 

A note on the persistence of the effects of spinal anas- 
a. P. Bazy. Bull. et mém. Soc. nat. de chir., 1927, 

ii, 243. 

A contribution to lumbar anesthesia. P. MAuHLErR. 
Deutsche Ztschr. f. Chir., 1926, cxcix, 323. 

Spinal anesthesia with anhydrous cocaine. J. R. WELLs. 
Ann. Surg., 1927, Ixxxv, 757. 

Ephedrine in spinal anesthesia. N. F. OckERBLAD and 
T.G. Ditton. J. Am. M. Ass., 1927, Ixxxviii,1135. [291] 

Cephalea persisting after spinal anesthesia. Roumr. 
Bull. Soc. d’obst. et de gynéc. de Par., 1927, xvi, 150. 
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Roentgenology 


To the roentgenologist and clinicians from a roent- 
genologist. S. C. BArrow. Texas State J. M., 1927, 
xxiii, 49. 

The influence of roentgen rays on white mice and their 
progeny. M. Levine. Am. J. Roentgenol., 1927, xvii, 546. 

Surgical X-ray treatment. H. Raum. New German 
Surgery: P. von Bruns. 1927: Stuttgart, Enke. 


Some studies in irradiation. (On X-ray diagnosis; X-ray 
radium, and light therapy.): H. Horetper, H. 
HUSEN, O. JUENGLING, and H. Martins. 1926: Leipzig, 
Thieme. 

The analgesic property of roentgen rays. A. U. Des- 
jarpins. Radiology, 1927, viii, 317. 

The roentgen ray in the treatment of skin disease; with 
special reference to acne vulgaris. J. E. Fisher. Ohio 
State M. J., 1927, xxiii, 374. 
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Observations on fifty skin cancers and other chronic skin 
lesions successfully treated with X-ray. G. H. Carr. 
Virginia M. Month., 1927, liv, 117. 

The determination of the quality of the X-rays used in 
deep radiotherapy. J. A. SARALEGUI and F. VIERHELLER. 
Semana méd., 1927, xxxiv, 498. 


Radium 


Preliminary report on the therapeutic use of radium 
salts. F. D. Joun. Mlinois M. J., 1927, li, 379. - 

An easy method for making surface casts to hold radium 
tubes in position. W. H. CAMERON. Radiology, 1927, viii, 
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